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HEALTH CARE FOR THE HOMELESS 



MONDAY, DECEMBER 15, 1986 

House of Representatives, 
Committee on Energy and Commerce, 
Subcommittee on Health and the Environment, 

Washington, DC. 

The subcommittee met, pursuant to call, at 9:50 a.m., in room 
2123, Rayburn House Office Building, Hon. Henry A. Waxman 
(chairman) presiding. 

Mr. Waxman. The meeting of the subcommittee will come to 
order. 

This morning the subcommittee will consider how the Federal 
Government can better meet the health needs of the homeless? 

It is embarrassing—but obvious— that the Fedora 1 Government 
has no coherent strategy for meeting the needs of the homeless in 
general, much less for meeting their medical and mental health 
care needs in particular. 

Over a year ago, the Congress passed, and the President signed, 
legislation directing the Secretary o^ Health and Human Services 
to request the National Academy of Sciences to study the delivery 
of health services to the homeless. 

We had hoped that this study would provide us with some recom- 
mendations for Federal action. Unfortunately, due to Departmental 
delays in securing funding, the study did not begin until the begin- 
ning of this month, and we will not have any findings until the end 
of next year. 

However, we simply can't wait any longer, by all accounts, the 
number of homeless continues to grow, especially the number of 
homeless fa. Hies. Despite the efforts of the private sector and 
some localities, many of these men, women, and children have seri- 
ous health needs that are not being met. 

Last year the Congress passed, and the President signed, a 
number of changes in the Medicaid program for the poor designed 
to make it easier for homeless people who qualify for Medicaid cov- 
erage to actually receive their benefits. 

Last June, my colleague, Mr. Leland, who has been a leading 
champion for the homeless in the House, introduced the Health 
Care for the Homeless Act, H.R. 5137. This legislation would make 
funds available directly to public or private non-profit organiza- 
tions to deliver outpatient health and mental health services to the 
homeless. Unfortunately, the Congress did not act on this bill. 

(l) 
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Today's hearing is not on specific legislation, however. Instead, 
we are asking four broad questions: 

One, what are the medical and mental health needs of the home- 
less? 

Two, how are those needs currently being met, if at all? 

Three, what are the most effective ways of delivering health 
services to the homeless? 

And four, what role can the Federal Government play in improv- 
ing the access of homeless people to needed health services? 

I recognize, as do all the Members of the subcommittee, that Fed- 
eral resources are limited. Given the intense pressure to reduce the 
deficit, it will simply not be possible for the Federal Government to 
meet all of the needs of the homeless, or even all of their health 
needs, next year. 

But we cannot let the Gramm-Rudman deficit targets— or Ronald 
Reagan's tax allergies— paralyze us. There are some steps that the 
Congress can— and should— take to strengthen and expand existing 
private and public efforts to meet the health needs of the homeless. 
This hearing will, I hope, point us in the right direction for action 
on legislation early next year. 

Before recognizing our first witnesses, I want to call on my col- 
leagues for any opening statements they might wish to make. 

Mr. Wyden. 

Mr. Wyden. Thank you, Mr. Chairman. 

First, I want to associate myself with your remarks because I 
think you have said it very well. I think when historians look back 
at this period, they are going to measure our society not by pet 
rocks or what was on Entertainment Tonight, but how we dealt 
with meeting the human needs of our citizens. 

This is a particular problem in my home State of Oregon. It 
seems that the gap in Oregon between the needs and current re- 
sources is getting greater and greater and I am pleased that one of 
my constituents, Michael Stoops, has come to Washington to fight 
that growing gap. He runs the Baloney Joe's Program in my dis- 
trict to furnish dental services to the indigent. He has indicated 
that he is going to stay here until justice is done and more atten- 
tion is focused on the needs of the homeless. 

I think, Mr. Chairman, this should be a priority during the next 
session. It is going to require some rethinking of our present poli- 
cies. 

For example, one that I think we ought to rethink is the whole 
notion that developed in the seventies about deinstitutionalization. 

Many of us supported that effort based on the theory that if 
people were disinstitutionalized, there would be a great number of 
community-based services, to fill in; foster care, group homes and 
others. 

But what has happened is that in many communities those kinds 
of programs have not been available. So our homeless literally 
have been walking the streets until they hurt themselves or some- 
one else. 

One of the things I would like to see us do is rethink deinstitu- 
tionalization. We need to guarantee treatment for those released 
from facilities. 
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In my home county alone, there are thousands and thousands of 
homeless right now and I think with respect to this critical area of 
government, we have got to do better and now is the time. 

Thank you, Mr. Chairman for your important leadership. 

Mr. Waxman. Thank you, Mr. Wyden. 

Mr. Sikorski. 

Mr. Sikorski. Thank you, Mr. Chairman. 

I commend you for holding this hearing and for your active work 
and the work of your wife, Janet Waxman, Tipper Gore, and 
others, in their efforts. 

At a time when holiday cheer is up, the misery index is up as 
well. We are beginning the winter season. People are dying. Hospi- 
talization rates are up, amputations are up, and steel grates across 
this country are getting more and more crowded. 

Hubert Humphrey said that a society is more than just cold 
steel. It is, in fact, very much a warm heart. It is our job through 
your leadership, and I commend you for it, to get the Federal heart 
pumping so that before this winter season is done, we have taken 
emergency action to help the hundreds of thousands of homeless 
across this country to get shelter, basic services for their bodies and 
their minds, including health care, mental health, and physical 
help. 

Thank you, Mr. Chairman. 

Mr. Waxman. Thank you very much. 

To lead off the witnesses that we have for this hearing today, we 
are pleased to welcome two individuals who are currently living in 
shelters for the homeless in the District of Columbia. 

Our first witnesses are Robert Gallagher and Delores Marshall. I 
will ask them to come forward and take seats at the table. 

Each of them will tell us from personal experience about the 
health needs of people on the streets and the importance of health 
care to their survival. 

Thank you both for coming this morning. It is going to be helpful 
for us to hear what you have to say. 

We think it is important for us to know and for others to know 
as well. 

Mr. Gallagher, would you begin? 

STATEMENTS OF ROBERT GALLAGHER, THE SAMARITAN INN; 
AND DELORES MARSHALL, VICTOR HOWELL HOUSE 

Mr. Gallagher. My name is Bob Gallagher. I am now living at 
the Samaritan Inn here in D.C. and I am working as a waiter-dish- 
washer at the Presbyterian Home. 

I had never lived on the street before. I am originally from New 
Jersey and for the past 25 years I have lived and worked in New 
Orleans. 

That work petered out. It was in the oil industry, and 1 came to 
Washington because I thought I could find a job here. I couldn't, 
and that is when I became homeless. 

Then through Traveler's Aid, I found out about a labor pool 
where I could work and I became a day laborer after that, still 
trying to find a regular job. Then in July of last year, I fell off of a 
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scaffold while working ana I hurt my hand. Then I was out of 
work. 

I was at the time able to get a room in Arlington, but when I got 
out of work, I wasn't able to pay the rent, so I lost the room. 

Fortunately, I had a sleeping bag and it was summertime and I 
had to live in the park. I turned to drinking to cope with my life 
and the way things were. I had no medical insurance and I wasn't 
getting general relief of any kind. 

Last December it goz very cold and I couldn't breathe and I had 
trouble s'eeping. Because of not having medical insurance or any 
medical assistance, I decided to go to the VA Hospital because I am 
a veteran. They kepi, me in the waiting room for three or four 
houra and found out there was nothing they could do for me so 
they sent me back out on the 3treet at 3 a.m. 

It took me about an hour to get out of the parking lot up there 
and I walked all over the cit3 T just about fainting and a policeman 
picked me up and took me to D.C. General. They kept me for a 
while and figured that I was on the verge of pneumonia. They 
didn't say I had a fever or anything, so they let me go. 

This past February I went to the VA Hospital for the same 
reason and they did take me in. I stayed for three or four weeks, 
then they let me back out into the street. I found out about the 
shelters that are provided here in the city and I decided to take 
advantage of that. 

The two or three times that I did stay at the shelter I was rolled 
for like a little change I had in my pocket and I was afraid to stay 
there. 

I found a vacant house and went into it and I felt kind of safe. 
Finally, in February I was out in the street and I stopped breath- 
ing. Fortunately a man saw me and called an ambulance and they 
took me to Howard University where they found out that I had 
COPD, that is chronic obstructive pulmonary disease. This is 
caused from living in the elements. 

I stayed at Howard University Hospital for 56 days. Over a 
month of that was in intensive care. There I met a good, compas- 
sionate doctor, Dr. Adams, and I talked to him about where I 
would go from there. I said I had no idea. 

He also said that if I would go back out to the streets or even a 
shelter, that my life would be pretty short. He said, "Well, we are 
not going to do that. If I have to, I will take you to my house;" that 
is how good this guy was. 

Anyway, he found a place called Christ House which is an infir- 
mary for sick, homeless people. The most they can hold at Christ 
House is about 38 people, and they try to take care of a person at 
this critical point when they are discharged from the hospital in- 
stead of sending them out into the street. 

This place gets them a little stronger where they are able to get 
by. 

At Christ House, I only stayed one woek. They found this place 
called Samaritan Inn, which is a step betver. 

At Samaritan Inn, they helped me get on to general public assist- 
ance. They helped me get well mentally and physically. I was out 
of the street. 
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I live there now. It is more than a shelter. It is a home, and you 
learn to help yourself, not just live off somebody. You learn to get 
on your feet. 

Through the grace of God, I am working now. I have a job, my 
health is back and I have a lovely home. 

I know I won't be there forever, but they are helping me where I 
can save— -we do pay rent there, but I can save to get my own place 
pretty soon. 

I find that we need many more places like that. It is nc' just a 
roof over your head. It is a real home where you can go. 

I find that so many people, especially in the city don't have that 
chance I had. I don't know how, it is amazing grace that I had that 
chance at all. There are so many people- that don't come close to 
that chance. 

That is it. 

Mr. Waxman. Thank you very much for sharing your story with 
us. 

We will hear from everybody else and ask questions after that. 
Let's hear from Delores Marshall. 

STATEMENT OF DELORES MARSHALL 
Ms. Marshall. Good morning. 

My name is Delores Marshall. 1 am a victim of a hit-and-run ac- 
cident which occurred on October 25, 1986. I got a fractured hip 
and a pelvis. When I had the accident, I had been staying at a shel- 
ter on Lincoln Road. I was out for 12 hours. I woke up tied to the 
bed because I was having spasms. 

They couldn't X-ray me. I was in traction for 2Vfe months at 
Howard University. I was there for three weeks. 

I asked to be released because I couldn't pay the bills. When I 
got out, I went to Lincoln for one day. I couldn't go up and down 
the steps, I kept falling. At the hospital, they showed me how to 
use crutches. 

After Lincoln, I went to Victor Howell House and am living 
there now. I was told to call the hospital for follow-up. There was 
never any answer. It was always busy. I hadn't seen a doctor be- 
cause they needed an X-ray and I had to go to the hospital for that. 

The bill at Howard was $8,500. The bill hasn't been paid because 
I have no income; I have no Medicaid. I think the hospital should 
have helped me with Medicaid. I asked them to help me, but they 
said they couldn't. 

Last Friday, the people at Victor Howell House helped me file 
for Medicaid, but they wanted a statement of unemployment. I 
can'r. find employment. My previous employer won't sign an unem- 
ployment statement. I still haven't received it and if I don't bring 
it in this Tuesday, I will be ineligible. 

I could get Medicaid if someone would come to the shelter and 
help. 

Right now I can't get pain pills because they are narcotics which 
aren't given at the shelter. I am taking Motrin, but it is not strong 
enough 
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At the hospital, they say to stay off my feet for three weeks. I 
have been living in a shelter since that summer because before 
then I was staying with friends. 

It has been two years since I had my own place. I was evicted 
because I couldn't pay the rent. I was working at the time. I 
worked nights at a club and I worked days as a shampoo girl. Then 
I started going to school for auto mechanics. 

After that, I wasn't getting financial assistance because I was 
taking on jobs like cleaning, but it wasn't enough to get my own 
place. 

I have two kids. They are in a foster home. They have been in a 
foster home for two years. I put them there and thought it would 
be better. I wanted to give them a good education. I wanted them 
to have a better chance. 

My son is 11 and my daughter is 5. I haven't got transportation, 
so I can't see them. I talk to them on the phone. 

Now I have no income, but I applied for public assistance. With 
general assistance, you get $220 a month. I cannot live on that. The 
cheapest room is $250. 

Mr. Waxman. Thank you very much for your testimony and for 
sharing with us a very painful, personal situation. I hope your tes- 
timony will help us handle things better for other people. 

Let me ask you, Mr. Gallagher, you are a veteran, so you have 
some health care available to you as a veteran; is that right? 

Mr. Gallagher. Yes. 

Mr. Waxman. The story you told us about the kinds ot health 
care you have been able to get from the veterans' institutions, 
wasn't very encouraging. Do they have health resources there at 
the shelter you have been involved with or seen? Do they have doc- 
tors or nurses or other health professionals to take care of people? 

Mr. Gallagher. Not right in my home, but we do have it avail- 
able at Christ House that is sort of affiliated with this place. How- 
ever, Christ House holds only 38 people at the most and I am sure 
they are understaffed. They do have, I think, four doctors on their 
staff to take care of people. They have started a program where 
they go out with the food wagon that goes to different parts of the 
city and feeds homeless people with soup or sandwiches or some- 
thing. 

Christ House has started sending a van out with these wagons to 
try and meet the immediate medical care that some of these people 
might need. However, I know they need more doctors and more 
help, definitely. 

Mr. Waxman. It sounds like Christ House has been a real bless- 
ing to you and to the others there who have helped by it. How 
many homeless people arc there? 

Mr. Gallagher. At mos f . — they have 38 beds, I believe. 

Mr. Waxman. So a relatively small number of people when we 
look at the numbers of people — 

Mr. Gallagher. That are homeless, yes. 

Mr. Waxman. Very few have an opportunity to be served by 
Christ House as such? 
Mr. Gallagher. Yes. 

Mr. Waxman. Christ House is a private organization affiliated 
with a church? 
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Mr. Gallagher. It was started by the Church of the Savior that 
is an ecumenical church here in the city. I don't believe it is run by 
private funds, however, mostly donations by their parishioners, I 
guess. A few of us have done little things to donate money; like I 
make quilts and I made four of them and took in about $650, but 
that ic enough to buy a box of toothpicks compared to the size of 
the group. 

Mr. Waxman. You have the ability to go to Veterans' Hospital if 
you are sick. If you weren't a veteran and you didn't have that 
health care coverage, would you be able to get health care? 

Mr. Gallagher. No. I have only been at the Presbyterian home 
for a month now and we have no insurance at all. Maybe after 
three months, they will get us in on something. 

Mr. Waxman. That is a fact of life people who are working at 
low-income jobs. There is no health insurance furnished by their 
employers, so they don't have coverage at all. 

Mr. Gallagher. That is what happened to me last year when I 
fell off the scaffold. Just a simple thing; I sprained my wrist so I 
couldn't find work, but I couldn't get medical help either. They had 
X-ray coverage for my hand. 

Mr. Waxman. Ms. Marshall, when you had the auto accident, 
where were you able to go for medical services? 

Ms. Marshall. I haven't seen a doctor since I got out of the hos- 
pital. I was at Howard University for three weeks, but I haven't 
been back to another doctor. 

Mr. Waxman. They still have a bill for you to pay which you 
haven't been able to pay? 

Ms. Marshall. Right. 

Mr. Waxman. So it wasn't free services? It was services where 
you will owe them money? 

Ms. Marshall. At the shelter there are free services. But they 
don't have X-ray machines and the only way you can see whether 
progress is being made with my case is having an X-ray machine. 
You can't just feel, touch, anything like that. You have got to actu- 
ally see the bones where the breaks were made. 

Mr. Waxman. Since you left the hospital, you haven't been able 
to go back to a doctor to get follow-up care to see how you are pro- 
gressing? 

Ms. Marshall. Right. 

Mr. Waxman. That is because you can't afford it? 
Ms. Marshall. Right. 
Mr. Waxman. Mr. Wyden. 
Mr. Wyden. Just a couple of questions if I might. 
Thank you both for a very, very courageous and thoughtful pres- 
entation. 

What you have here are three Members of Congress who very 
much want to devise a new system for making sure that homeless 
people can get medical services. 

I would be very interested in your suggestions to help us come up 
with a systeui to make sure that homeless people would get needed 
care. 

What do you think would work best at this point? Either one of 
you. 
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Mr. Gallagher. That is a good question because I was fortunate 
enough to go to this place called Christ House. It is the only one 
that I know of in the city, and they tell me that when a person is 
discharged from a hospital, any hospital, that is a critical point in 
their life, where they should go home if they have one and rest for 
a week or so until they are able to go back to work or whatever. 

But people who are homeless and have no medical insurance or 
anything, when they are discharged from the hospital, they are 
sent out into the street in this critical point, and that is it, and 
they just get worse or die, whatever, or they might be able to take 
care of their— get their medicines and all if someone would help 
them to get on Medicare or Medicaid, maybe they would be able to 
get their medicines, but in the position they are in and the state of 
mind that they are living in in the streets and all— I know I wasn't 
responsible enough to even take my medicines when I was sup- 
posed to. 

My main thing was just living, where car I get something to eat 
and at that point where can I get a drink. This one place, Christ 
House, you know, they are understaffed, they only have four doc- 
tors. If it was possible to optn up such places here and there in dif- 
ferent cities, it would be great. 

Mr. Wyden. Ms. Marshall. 

Ms. Marshall. Like the situation I am going through, there is a 
lot of machinery that is needed in the shelters that should be pro- 
vided for them so people who need these things, they can come up 
and be able to have them right there. 

Maybe if somebody would go out and let the hospital— go see 
what they have at the hospitals that possibly could be used in a 
shelter and that was complex enough where they have a place for 
it, then that would be nice. 

Like my pain pills, even though they are narcotics, with the fa- 
cilities, if they had them where you didn't have to pay an arm and 
a leg for them or go without them, that would be sufficient, and if 
they were — like we have one doctor that comes to the Victor 
Howell House and he only comes on a monthly basis. 

If he could come on a weekly basis or a nurse that could visit on 
a weekly basis and open up more free places where you can get 
better medical help. 

Mr. Wyden. Those are excellent suggestions, and looking at ways 
to get more equipment into the shelters is one thing that I know 
we are very interested in and maybe would have helped in thp X- 
ray situation you were talking about. 

I also appreciate your point about that critical time when some- 
one is released from a hospital and still isn't well. We need to pro- 
vide services in communities for our needy. 

I have just one other question for both of you and something that 
is a problem for all medical care, but it seems to me to be a par- 
ticular problem. 

I sense that because many homeless people can't get medical 
care that when they have a serious medical problem, they can't get 
treatment and it just gets worse. Finally they are literally in a sit- 
uation where they have to go to the hospital emergency room for 
care when if it had been treated earlier, when it was treatable. 
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Are you all finding that people who are homeless have these seri- 
ous medical problems and just put them off in the way that I have 
described it? 

Mr. Gallagher. Yes, sir, because it happened to me when I went 
to the VA Hospital last December. They found out there was noth- 
ing they could do. I v,?h on the verge of pneumonia, but there was 
nothing they could do and they figured it is not my fault you live 
in the streets; they said good-bye at 3 a.m. in the morning and it 
happened ti be vrry cold and I walked and walked until a police- 
man—he probably thought I was drunk— he said, "I will take you 
to a hospital." 

He took me to D.C. General, but I didn't get medical care then. 
The only thing is he gave me a ride around the city until the sun 
came out and my disease, the pneumonia got worse and worse. 

Mr. Wyden. Ms. Marshall, did you want to add anything to that? 

Ms. Marshall. Whi't I was thinking— because you can't pay the 
bills and li!-~ myself, I don't feel that— they keep mounting up, the 
bills, and keep mounting up, and not being able to pay them is fair, 
so why should T go to a service and make bills? Eventually some- 
body is going to come to my door and get me for all these bills that 
I can't pay. 

So why go? Why not try to deal w<th that problem like it is? 

Mr. Wyden. I think, Ms. Mar nail, you said it very well; that 
people who have ti;ese serious problems are living with them and 
they get worse and later on it is much harder to help them get 
better and more expensive and everything else. 

I thank you both and thank you, Mr. Chairman. 

Mr. Waxman. Mr. Sikorski. 

Mr. Sikorski. Thank you, Mr. Chairman. 

One comment and if the panel would like to comment— I, too, 
would like to thank you for coming here this morning. I think your 
testimony graphically illustrates that there is a direct economic— 
not social or societal, but direct economic cost to homelessness and 
to the situation of health care that is provided on an emergency, 
relatively lengthy, acute care basis after a condition has gone to 
the point where that is the only appropriate response. 

Mr. Gallagher talks about how he was a few weeks at VA Hospi- 
tal, at three o'clock in the morning they dumped you out into the 
parking lot. Then you spent a week at D.C. General, I guess, and 
then you spent 56 days at Howard University, and I don't know 
*vrhat "lie total cost is, but my guess is around $40,000 to $50,000 for 
that hospitalization, and this came about after you sprained a hand 
and then were forced into living in the elements; forty or fifty 
thousand dollars I would guess at minimum to the health care 
system, absorbed there, because of the inability to have a health 
system that responded earlier, an inability to just deal with the 
question of homelessness. 

Ms. Marshall talks about 2Vfe weeks here in the hospital and 
then an inability to fully recover, get back on your feet, get back 
into a paying situation with some kind of health benefits, hopeful- 
ly, and just an impossibility to get on top of bills that through no 
fault of your own were so great that there is no incentive to mount 
them. 
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In both cases, you have good examples of the economic cost to 
society of homelessness, economic cost, and the economic cost of a 
health care system that only comes in at the end on an acute care 
basis, in an pmergency basis, and when it is forced to. 

It is a very expensive system, and we can do better for people 
and better for our pocketbooks if we take to heart your testimony 
this morning. 

Thank you. 

Thank you, Mr. Chairman. 

Mr. Waxman. Thank you very much. 

We do appreciate your being here to share with us your own ex- 
periences. It was really important for us to hear once again that if 
you don't get health care treatment early enough, you are going to 
get sicker. It is clear that society is at some point going to pay the 
bill and that we are going to pay a bigger bill than would otherwise 
be the case if we delay giving services to a population as vulnerable 
as the homeless. What is our moral obligation to each other? 

Letting people go without care is the wrong thing to do. If that is 
our answer, we have to try to figure out some solutions. 

Those solr*:ons will cost money, but if those needs are not being 
met, it seems to me we have to devote resources to meeting them. 

Thank you very much for being with us this morning. 

Our next panel will consist of three individuals involved in the 
direct delivery of services to the homeless. Dr. William J. Vicic is 
an attending physician at St. Vincent's Hospital in New York City. 
Not only does St. Vincent's deliver services to the homeless, but it 
also administers the national program of the Robert Wood Johnson 
Foundation and the Pew Memorial Trust wnich funds delivery of 
health services to the homeless in 18 cities throughout the country. 

Dr. Vicic will tell us from his own dnect clinical experience 
about the health needs of the homeless. 

Phyllis B. Wolfe is the Executive Director of the Health Care for 
the Homeless Project in Washington, D.C., one of the 18 cities of 
the Johnson-Pew Foundation program. 

She is also a member of the panel established by the Institute of 
Medicine to carry out the congressionally mandated study of health 
services to the homeless. 

Ms. Wolfe will explain how the D.C. project, using a combination 
of public and private resources, set up a rew delivery system to 
reach the homeless. 

Diane Sonde is the Director of Project Reachout based at the 
Goddard-Riverside Community Center in New York Cit>. 

She will tell us hov r her organization L able to make contact 
with the chronically mentally ill on the streets and assure that 
needed mental health services are made available to them. 

Dr. Vicic. We want to welcome you to our hearing. Your pre- 
pared statements will be made part of the record in full so you 
don't have to worry aboi t reading every line of it. We would like to 
ask you to summarize your statements if you would. 
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STATEMENTS OF WILLIAM J. VICIC, ATTENDING PHYSICIAN, DE- 
PARTMENT OF COMMUNITY MEDICINE, ST. VINCENT S HOSPI- 
TAL; PHYLLIS B. WOLFE, EXECUTIVE DIRECTOR, HEALTH 
CARE FOR THE HOMELESS PROJECT; AND DIANE SONDE, DI- 
RECTOR, PROJECT REACHOUT, GODDARD RIVERSIDE COMMU- 
NITY CENTER 

Mr. Vicic. ThanK you. 

My name is Bill Vicic. I work as an internist for St. Vincent's 
Hospital and and al? my patients are homeless individuals. 

I have worked in this job for four years and I must not let you 
think even at the outset that I work by myself. 

I am a member of a rather large team, about 20 individuals 
strong, who go out into the field every day mainly at shelters in 
New York ^ity and welfare hotels in New York City and the team 
includes physicians, social workers, nurses, and other health care 
provider, including administrators who are awfully important in 
terms of getting programs going. 

One point I would like to ask you to remember throughout these 
hearings is that the illnesses that homeless people are subject to 
are the illnesses that you and I are subject to. They are the illness- 
es of all of us in this room. 

It is the setting or the context in which these illnesses occur 
which is different and which lends a strong sense of urgency to 
their health care needs. 

By that, I mean that the homeless person has to cope with illness 
without the benefit of home care, without the benefit of family sup- 
port or the support of friends and often in the setting of a very dif- 
ficult access to medical care. There is no ready money available for 
medications, emergency room waiting times and even public health 
clinic waiting times are extraordinarily long, and once again there 
is a lack of social support even when medications are available and 
even when clinic appointments are made. 

This can come down to such simple questions as how will the 
transportation from wherever this homeless person is to the health 
care system be arranged? Will it be adequate for a person who has 
a cast on his leg or who needs a wheelchair? 

These are simple questions, but they come up and they as much 
as anything else prevent a homeless person from getting the kind 
of health care that is timely and appropriate. 

The most common health care needs tnat we see in New York 
City among homeless individuals include infections, most common- 
ly among them respiratory infections, especially at this time of 
year, but also infections which come from being exposed to the en- 
vironment and not having adequate access to hygiene, so that skin 
infestations and tissue infection are daily occurrences. 

Trauma is another very common source of medical problems for 
homeless people. Living on the streets or even living in shelters 
and other substandard housing often exposes individuals to trau- 
matic events, either physical trauma or the kind of mechanical 
trauma that results from not having an adequate bed, for example, 
from staying in a chair for too long a period of time, sleeping on a 
bench. 
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The problem of assault or attack on city stieets, subway stations, 
in transportation waiting rooms, is always a danger to homeless 
people and it is something with which they contend on a day-to-day 
basis. 

It is this sort of thing, the dangerous lifestyle that homelessness 
is, the unpredictability that it carries with it, that is inherent in it, 
that when one encounters persons such as we saw with the individ- 
uals on our first panel today, we understand that homelessness 
loses and trace of romance. 

There is none of the heady adventurousness of a life in the open 
spaces on the road and there is all of the despair of not being able 
to provide for one's own needs. 

Other chronic illnesses commonly seen by us at St. Vincent's in- 
clude diseases of the cardiovascular system. High blood pressure is 
extraordinarily common among homeless people in New York City, 
occurring in as many as one-fourth of the individuals we see. 

Heart diseases in other forms, including heart failure, is frequent 
and the sometimes delicate management of heart failure by multi- 
ple medications and die is difficult for a homeless perscn. 

Other mayor problems such as tuir ors, most benign and malig- 
nant forms of cancer, and infections that may be related to a de- 
bilitated state, unusual infections, not the common ones, are seen 
in homeless people. 

We see mayor illness often, and this is frequently the critical 
time which would lead a homeless person to be hospitalized. And 
then the cycle tends tc repeat itself, because once the health care 
system in the hospital is activated so to speak, and the chance for 
repairing or regaining health is there, but the homeless person 
then faces the same homeless situation on leaving the hospital. 

There is no place to go. There are pieces of paper which signify 
prescriptions, but no actual medications. There are instructions as 
to how to care for oneself, but there are no facilities with which to 
follow those instructions. 

So we are attempting at St. Vincent's to do two things: to first of 
all reach homeless people by going out into the streets and into 
shelters and into hotels, and then to get to know them and I mean 
by that not only on a personal basis which we do, but to get to 
know the kinds of illnesses, and the kinds of health care problems 
frequent and common in homeless people and then to know fur- 
ther. How a homeless person can come to interact with the health 
care system that we have already set up. 

Outreach is certainly part of the approach. A clinic at the hospi- 
tal established especially for homeless people is another. And vari- 
ous model systems which I hope will be forthcoming from the 18 
Robert Wood Johnson Memorial Trust cities may be a third and 
hopefully all these will provide ways to interrupt the kind of incon- 
sistent and inadequate care which is typical of the health services 
which homeless people experience. 

Thank you. 

Mr. Waxman. Thank you very much. 
[Mr. Vicic's prepared statement follows:] 



ERLC 



16 



13 



HEALTH CARE 
™™ HOMELESS 
PROGRAM 



St Vincent's Hospital 

Dept of Community Mediane 

153 W 11th Street 

\eu York, New York 10CI1 



Phwp W Biickner, M.D 



(212) 790-7065 



Stephen L Wobido, CSW 

Date: December 10, 1986 

To: Subcommittee on Health & the Environment 

From: William Vicic, M.D. 

Attending Physician 
St. Vincent's Hospital 
New York, New York 

Homeless individuals experience all the illnesses common 
in all human beings but their health needs acquire special urgency 
because of difficult access to medical care and because of in- 
adequate and unreliable housing. Typically, disease among the 
homeless is treatable but treatment is complicated by their 
inaoility to comply with prescribed therapies (No regular 
transportation to medical centers, no money for medications, 
extraordinary waiting time in emergency rooms and hospital 
walk- in clinics). Chronic illness is exacerbated by exposure to 
the vagaries of weather, by physical trauma on the streets, and 
by the sense of distrust and anger generated in a lifa of isolation. 
These harmful aspects of homelessness apply to both individuals 
and, alarmingly, to families forced to live in an insecure, 
disconnected environment which separates them from enfianchised 
society. Approaching the problem of health care in the homeless 
necessitates addressing several facets of homeless existence - 
housing and social integration are indeed matters of health. 
Medical outreach programs which incorporate general medical care 
and psychiatric care must be established in parallel with efforts 
to provide affordable and appropriate living quarters. 
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Mr. Waxman. Ms. Wolfe. 

STATEMENT OF PHYLLIS B. WOLFE 

Ms. Wolfe. I am Phyllis Wolfe. I am delighted to be here this 
morning. I am the Executive Director of the Health Care for the 
Homeless Project in Washington. 

Today marks the beginning of my sixth year working with the 
homeless. I started December 15, 1981 with a mental health project 
and I am glad Diane is here. 

I spent 3Vfe years working with the Mental Project and I also at 
the time became the chair of the local coalition for the homeless 
and that is when we wrote the Robert Wood Johnson grant. 

So it is very interesting to watch, to have a historical perspective 
on the changes that have occurred and it is also significant to note 
that the mental health aspects that Diane will speak about, I 
thought that I had somewhat conditioned myself to d' al with 
people who were in mental health crises and the pain they were 
going through, but it is another issue to deal with the crises and 
the pain of the medical health problems, because they are really 
three-fold, those with some kind of illness or accident that precipi- 
tate them going into the population with a medical problem— 
homelessness exacerbates that problem. 

There are also people who have health problems that were not 
necessarily acute or chronic but surfaced because of their home- 
lessness, and it is impossible to handle that. Then there are other 
people who are suffering both. It gets to a situation where it really 
escalates. 

I think I need to speak a little bit to the Robert Wood Johnson 
Foundation Pew Memorial Trust because they have made a major 
private sector impact and also at the local sector, because it is 
truly public-private initiative. 

In 1984, an RFP was circulated by Robert Woods Johnson to 51 
cities. It was initially 50 of the most populated cities and then they 
added Puerto Rico because Puerto Rico was saying we have a prob- 
lem, too. 

The development of the proposal required a process where a coa- 
lition was formed of public, private entities in every city that ap- 
plied. 

This coalition became the cornerstone for many of the projects 
later implemented, because it was the first time that any major 
foundations— and I think they aren't lauded enough for taking the 
risk of investing $25 million into a problem. 

It is a very difficult kind of problem to get a handle on. Initially 
when they said we are going to fund health projects, the providers 
started screaming, "What about the mental health?" and they said 
we have limited resources, so we must address the health issues. 

They did, but they encouraged the linkages and the initial fund- 
ing base of $1.4 million for four years allowed many of us to lever- 
age services and I will tell you what we have done in Washington 
with that. 

I think it is also important that in 1981 the word from the Fedei- 
al Government was that the volunteer sector should be taking care 
of this problem. 
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I remember initially I was working with a local volunteer agency 
and we had a District Government contract, but it did not cover all 
the costs that were going on and all the services provided and at 
that time it was the volunteer sector, the religious sector that was 
holding the brunt of and providing the most services. 

It is still true. 

We have had Federal interventions with FEMA money, which is 
emergency shelter and food. We have had research out of NIMH 
and NIAAA and a few demonstration programs that people have 
developed with moneys allocated in different areas, but there has 
not been a major effort by the Federal Government to impact 
homelessness, and it is a national is3ue. 

There is kind of two key issues; one, every homeless person needs 
a home. If they had that home and it was low cost and affordable, 
then they would not have the issue of homelessness to deal with,' 
which impacts every other aspect of their lives. 

They might have other problems, but they would not have home- 
lessness. 

The second thing is health and mental health, and I think the 
two witnesses initially gave vivid descriptions of what happens. 

One of the critical issues of health care is access, and in Wash- 
ington—I am to speak to some of the things that are happening in 
Washington— it is not only health care to the homeless. 

SOME, So Others Might Eat, is an ecumenically run non-profit 
organization that has a soup kitchen, with a medical services com- 
ponent and a dental component. 

They see very sick people, many of them homeless every month 
and the physicians Mr. Gallagher alluded to are the same physi- 
cians that work with health care for the homeless, the Columbia 
Road Physician Group, and they dedicate their lives to providing 
health care to the poor and indigent and the homeless. 

They have been seeing many sick people at SOME, but it was not 
until we put health stations in six shelters in Washington that we 
began to see the really ill homeless, those people who were not able 
to get to another facility, those people who by virtue of being home- 
less were dealing with survival on a day-to-day basis and, therefore, 
their health needs, preventive or whatever, were not addressed. 

You might know that you need to get to a doctor tomorrow 
morning, but you don't know what happened the night before. You 
don t know what the weather is going to be like, who hit who, who 
had a psychotic episode in the shelter. 

You never know from minute to minute what the situation is 
going to be and one of the things that slips is health care. We have 
access through health stations and we have access in another 
public-private partnership with the District Government in con- 
junction with Disabled Veterans of America. 

They have donated the van Mr. Gallagher mentioned to the city 
and the District and the District Department of Human Services 
contributed with health care for the homeless. 

So we now have a third mobile team. We did have two going to 
the shelters. This third mobile team now goes to the streets and 
grates in the parks and to the First Congregational Church which 
is a soup kitchen for women, many of whom do not stay in shelters. 
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These are women on the streets. Sometimes they go to emergen- 
cy shelters, but most often they are a difficult population to get a 
handle on, so we spend some time twice a week there in the 
evening and we provide in the evening until 9 o'clock the opportu- 
nity for any shelter provider to call and have a consultation with a 
physician who is there in the evening to see if there is a need to 
bring a patient to Christ House. 

I will tell you a bit more about Christ House. We need a lot more 
Christ Houses, where our project offices are based. 

Where our project office is based, our project office and mobile 
team staff work out of Christ House, and in the evening the only 
access to health care information that shelter providers have is 
through emergency rooms. They can send a person to an emergen- 
cy room, and we all know that that is a very costly way to make an 
assessment. 

While we transport or the shelter provider can bring a person 
that needs to be assessed to Christ House, and they can nave a full 
examination and a determination can be made whether they need 
to go to an emergency room or whether they can stay at Christ 
House or whether they can return to the shelter with medications 
and instructions, so that that is our respite cars. That is our mobile 
out reach. 

We have our health stations, we have mobile out reach. We link 
people to some of the community-based clinics that are available 
for ongoing care as well as some of the District ambulatory care 
facilities we are trying to link people to especially those with Med- 
icaid. One of the barriers is access. The city is committed to provid- 
ing free health care to all that are in need, but by virtue of regula- 
tions you must post sliding fee scales, and so people go into the am- 
bulatory care setting and they look up and they see the fee scale 
and they walk out. 

The third tier is hospitals. People have to be linked to hospitals 
for ongoing care, and there are a number of different hospitals in 
Washington that provide opportunities at Howard, G.W., at D.C. 
General^ but all of them are being burdened with the health care 
for the uninsured, and in Washington we have a large undocu- 
mented alien population, and we have as Mr. Gallagher mentioned 
a large population— they estimate it at 100,000; I believe it is much 
larger than that— of people that wcrk in companies, businesses, 
agencies with under five people in there, therefore not covered by 
medical insurance. There are lots of people in Washington doing 
that. 

The final in the tier of services is respite care, and that is what 
Christ House is. It is the 38 beds Mr. Gallagher mentioned. It has 
one of our health stations. It is where our mobile team works out 
of, and it is a place for people to be who are too sick to be in shel- 
ter and not ill enough to be in hospitals. What is happening, 
though, is that because of the economy of the hospital administra- 
tion at present, a lot of people are being discharged inappropriately 
to shelter. If they were at home with appropriate care, and they 
had home health care aides and families to support them, they 
might be able to make it. But shelter is a totally inappropriate 
place to be with crutches or a Foley catheter or a bed cast— and we 
get all of those. 
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There is a mixed dilemma as to whether the hospitals should dis- 
charge, but then there are reasons to say that they should, and 
there is r j place to put them, so it goes on. So I think I support 
Mr. Gallagher, clearly, that one of the major needs is for respite 
care, and if on the Federal level I can pull together 18 other cities, 
because Newark, New Jersey, is part of the Robert Wood Johnson 
funding and each and every one of them would support the notion 
of respite care. 

You find once you work with the population there needs to be 
some place that is in between the hospital and the shelter, to take 
care of people, to allow them to convalesce. 

Some of the things that have happened besides our contract on 
mobile outreach, we have another contract with the District Gov- 
ernment that is to provide advocates to work to get people their 
entitlements. SSIS and SDI are the main entitlements, and we 
have peopk who are working, hopefully, to develop some cases 
where initially people would not appear to be sufficiently disabled 
to receive SSI, but by virtue of being homeless and having multiple 
small illresses, hypertension, multiple illnesses that are not neces- 
sarily darned disabling by SSI, but they have several of these ill- 
nesses, we are trying to move to get some of these people packaged 
properly and with the appropriate medical information, so that 
they Jtre able to receive these. 

Wa have also G.W. Lab; G.W. University does some of our lab 
work. We have two health care networks that are to be lauded. 

They are both religious groups, the Archdiocese of the Inner 
F^th Conference, they are going to be collapsing. There are over 
/,00 physicians, many of them specialty physicians, who provide pro 
bono consultations on homeless people, "fhere is an intricate net- 
work where the confidentiality of the physician ;s guarded and if 
they choose to see two homeless people a month or five a year, 
whatever it is, that is maintained, and we matched people who are 
in need with specialty consultations. 

Local foundations, Ames E. Meyer and Public Welfare, have sup- 
ported our efforts, so that in each city— and Washington clearly is 
not a unique model— there has been a linkage of responses from a 
wide range of organizations. For instance, Red Cross crochets hats, 
mittenc and gloves, and makes ponchos. That was important last 
year in our first year, but it is even more important this year that 
we have a mobile outreach. They can take something, they can 
take a hat and probably reduce the potential of hypothermia. 

Collectively, the Robert Wood Johnson Foundation and Pew Me- 
morial Trust have forged truly a private-public partnership that 
works. We have seen over 1,200 people this year. We anticipate 
that it will at least be 1,500 by the end of 1986. In the future, we 
have four-year funding and every project director around the coun- 
try now is working with their governing board and the city fathers 
and the state and county to determine the best way to institution- 
alize the services that we provide. 

In Washington that is health, mental haalth, social services, res- 
pite, and outreach. Those are the five service categories, and we 
are trying to wrestle with it, because the problem, drugs, alcohol, 
child abuse, and everyone has got their particular constituency, but 
it is very, very clear that the public-private sector is going to work 
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to institutionalize these projects, and it would be very helpful if 
there were some help from the Federal Government to fund either 
parts of the project. Because it is not like you have to start some- 
thing new, it is an area that you need to take a focus and say this 
is a piece of what I would like to do. If respite be the area, and I 
think everybody would support that respite is an area, that that 
would be very helpful. 

Finally, one other issue is that of the Public Health Service phy- 
sicians. I have been told that the regs are coming up for review in 
1987, and it would be very helpful if the National Health Core doc- 
tors would be allowed to work with Robert Wood Johnson projects, 
both the physician as well as the psychiatrist. I think that would 
make a m^jor impact with these cities. 

Thank you 

Mr. Waxman. Thank you very much, Ms. Wolfe. 
[The prepared statement of Ms. Wolfe follows:] 
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Testimony 
Of 

Phyllis 8. wolfe 

I am Phyllis B. Wolfe the Executive Director of the Washington, o.C. 
Health Care for the Homeless Project. 

Background 

The Washington, O.C. Health Car* for the Homeless Project (HCHP) 1s one 
of 18 nationally selected programs designed to create Innovative approaches 
1n the delivery of health service: to a needy and Intractable population. 
The Robert wood Johnson Foundation [RJF) and Pew Memorial Trust allotted 
$25 million for this national program. Each of the 18 sites received up to 
$1 .4 ml 1 Hon to be used over fou r years. 

The Robert Wood Johnson Foundation 1 n 1t1at1 ve was the first najor 
private response to a problem that has been Increasing 1n Intensity since 
the early 1980's. The Foundation's Intent was two fold: 1) to provide 
resources to develop 1n n ovet1ve comprehensive programs for the delivery of 
services; and. 2) to assure that to* health delivery services become 
part of each selected city's comprehensive health delivery system, after 
the four-year term of the Project. 

Each dty was required to develop a dty-w1de coalition of service 
providers, local government representatives, health care organizations and 
representatives from the local private sector. In Washington, the twenty- 
five participants In the planning coalition were representative of all of 
these entitles. The central "working committee" was compose-i of a menber 
from the foundation community, a direct service provider and four dty 
government staff, who worked In tandem to develop and submit the proposal. 
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The primary objectl ves of the Health Care for the Homeless Project 
are to Initiate, enhance, coordinate, and Integrate a community- 
based service delivery system which can provide greater access to Initial and 
ongoing health care for the homeless. To monitor the progress of the program, 
and to develop the policies ty which 1t functioned, participants 1n the 
planning coalition were selected to form the Governing Board. In addition 
to setting program policy and providing careful oversight, the Governing 
Board also 1s charged with focusing on Institutionalizing the effort at the 
end of four years. The Community Foundation of Greater Washington serves as 
the fiduciary agent for the Project, providing fiscal oversight to the 
Governing Board. 

The Project has been designed to provide health care, 1n designated shelters, 
through the creation of health stations. Health stations are designated rooms 
In shelters that are equipped and stocked to provide an array of health services 
and are located in different areas of the dty. Mobile teams provide services at 
the health stations. Patients are referred for full physicals at community- 
based health centers. Work began on a computerized system of patient Information 
and data collection developed 1n conjunction with D.C. General Hospital (DCGH) . 

An extraordinary group of family practitioners and one internist based at 
Columbia Road Health Services are contracted to provide the nealth delivery a. id 
supervise the staff. There are now three components: two mobile teams who work 
directly at six health stations; one team that visits several sites on the 
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streets and parks 1n a mobile van 1n the evenings, and three advocates 
who oKaln entitlement benefits (SSI.VA) for team referred patients. The 
latter two components are possible through contracts with the District's 
Department of Human Services. The Disabled American Veterans donated the 
mobile van to acess those homeless *ho are non-shelter residents. 

The 11st of resources developed from public and private participation 
Nearly 1nd1ca.es that a partnership has been forged. Two foundations, 
Eugene and Agnes E. Meyer and Public Welfar, funded the project for 
$30,000. There are two local health care networks where specialty physicians 
provide free consultations. George Washl ngton University Hospital does lab 
work not processed b> the D.C. lab. The Red Cross provides the project with 
hand made ponchos, hats and scarfs. A psychiatrist is provided by Saint 
Elizabeth's Hospital to work with the teams in the shelter. 

A critical component In the Washl ngtor project 1s Christ House a recovery 
shelter. It provides replte care to those who are too S1 ck to be 1n shelter 
and not sick enough to be In a hospital. It is a privately funded service 
and also houses project offices. The combl ned resources in this publi./ 
private initiative have allowed HCHP to provide services to 702 persons 
in 1985 and over 1200 to data 1n 1986. 
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Mr. Waxman. Ms. Sonde. 

STATEMENT OF DIANE SONDE 

Ms. Sonde. I want to thank you for asking me here this morning. 
My name is Diane Sonde, the Director of Project Reachout, which 
is located at 88th Street and Amsterdam Avenue, in New York 
City. Project Reachout is sponsored by Goddard Riverside Commu- 
nity Center, a settlement house on the upper West Side, and we 
are funded with state CSS funds, that is, Community Support Sys- 
tems, and also private donations. 

We are a mobile outreach program that works on the upper West 
Side of Manhattan, from 59th to 110th Street and all of Central 
Park. We have three teams ,ind three vans, and w ; go out usually 
twice daily, onto the streets and into Cential Pa*k Tie average 
workers have varying degrees of experience and eMjecdse, but I 
should mention to you that we have absolutely no he$'th profes- 
sionals on staff. 

The teams that go out twice a dav take bags t-aniwichrs with 
them, usually pe*nut butter and jelly. VQien we are r.chor wtj take 
balogna and cneeso, although I am told that pe^irut butter and 
jelly is more nutritious. The sandwich and the Vcut viic. 1 and some 
times cookies or fruit, depending on what we can af.a/t; or what is 
donated to us, are basically the engagement tools v*e j, ^ to contact 
people on the street. It is basically our buy-ir proems.. J, i*. all part 
of trying to establish tome kind of trusting relationship rit\ the 
homeless people who have been out on the street, sometim » ^ eeks, 
months, and years. 

The method of outreach that project reachout usos i obod^can 
really train for specifically. It takes a worker who has i tot of pa- 
tience, gentle patience I might add, and the ability to go out there 
day in and day out and see the same people. Sometimes trie aarid- 
wich is thrown back in our faces. Sonetimas we are cuaied at, but 
with good, kind perseverance, we eventually break through, and we 
can get people to respond to us. 

With the engagement process, what we do is assist thtrni with 
attack their sheer survival out on the streets. We not oily give 
them food, we give them blankets. Hopefully, if we get the grant 
we have applied for, we are going to be able to give them sleeping 
bags this winter, gloves, rain ponchos whciri it is raining cut, etce- 
tera. All that leads to the short-range goal *f gettirg them in do the 
office where we can start concentrating on other kinds of sei /teas, 
but the long-range goal is to not only get them into the office but 
then to get them into a permanent housing situation. 

When these homeless people finally come into our offico, you 
might think that that is where things begin to ease up a littbs. It is 
not. That is when the real problems begin. We havo a little lounge 
area where they are not forced to talk to anyone cr participate in 
group acthdties. They can hang out, have coffee, uat more of the 
same sandwiches, Jind it is a warm non-threatening atmosphere. 
That is when we be.gin to see what kinds of services they need. 

Usually when tley come in off the street they desperately need a 
shower. They need jo be deloused. They have varyirg degrees of in- 
festation, which I h ive learned a lot about lately. We provide cloth- 
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ing for them, and usually the first step in that process, giving them 
the shower and giving them new clothing, is something where we 
can watch some glimmering transformation in them. We can watch 
them be restored with a sense of dignity that the new clothes and 
being clean again affords them, and that is where they begin to let 
us in. 

Last year we had a donation of about 700 Misty Harbor rain- 
coats, and we had all these homeless people walking around the 
upper West Side looking like ex-CIA agents. That really helped 
their attitude about themselves, because they looked and felt im- 
portant. 

As many of you know, homeless people don't come to us with 
identification. They don't come to us with a Medicaid card in hand. 
So when we have to confront their mental health and medical 
problems, you have no place to turn. In New York City— I am not 
sure how that differs from the rest of the country— most volunt?™ 
hospitals won't see people without a Medicaid card. The municipal 
hospitals are supposed to see homeless people and provide services 
to them through the E.R. rooms, but the ER s are very over- 
crowded. 

As Mr. Gallagher explained, the care is not terribly good at the 
city hospitals, and a homeless person doesn't want to go and sit for 
hours in these hospitals. Oftentimes it is the worker who has 
worked with them for months or years out on the street who is 
able to get them to do anything, but not necessarily sit in a very 
crowded emergency room. 

We try to avoid hospitalization at all costs. Whenever possible we 
try to work with them on a outpatient basis. That is why we built 
the shower last year, so we could not only shower people but do- 
louse them. I would like to tell you a story about Herman, v,ho 
when he finally came into the office had lived in Central Park for 
over a year. He was terribly overgrown. His beard and his hair 
made him look like a wild person. His physical appearance was 
that of an animal who had been let out of a lockea cage. He was 
very agitated. He was very confused. He was disoriented, and he 
was crawling with lice. His legs were very swollen, and not having 
health professionals on staff, there was no way we could really tell 
how ser : !s his condition was, but there was no way we were going 
to get Herman to go into our vans or anybody else's van to sit in a 
clinic and wait for hours or to sit in an E.R. in a hospital. We also 
didn't think he needed any emergency treatment that would war- 
rant hospitalization. 

The first step was to attack the lice and get him cleaned up. 
That whole thing was a process taking over a week. He still looked 
terriblv malnourished and pale, even after we had deloused him 
several times and cleaned him up. Then we had to start addressing 
his mental health needs, to try to get hit ^en by psychiatrists so 
we could get some kind of quick assessment and then get him the 
medication he needed that would, hopefully, start stemming the 
symptoms of his psychosis. 

We found after we had him deloused several times, the reason he 
continued to look so pale is because the lice had been living for a 
very long time on his blood system, and he had become terribly 
anemic— with other problems. It took him over a month of sitting 
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in our lounge area before he could trust us enough so a psychiatrist 
could sit in the lounge with him. We couldn't take him to a clinic 
somewhere where he could be seen by a psychiatrist. 

There was no way he was going to go, so it had to be a process 
where a psychiatrist could come to us, sit there and schmooze with 
him and do their own brief psycho-assessment which would give 
them enough information so they could prescribe some medication 
which we would help him manage. In less than a month after he 
started taking the medication, we witnessed his transformation 
into a wonderful loving normal human being. Herman had his 
charming little rituals and everyone in the office learned to love 
him because of his rituals and because of the way he had of pre- 
senting himself. 

Without the services that we had on site e.g., the medical team 
from Health Care for the Homeless and our system where we have 
psychiatrists come on site between two and three hours a week and 
volunteer their time we could not have accomplished. We found it 
impossible to work with this population by having to go to private 
or public clinics, where they wouldn't see people with or without a 
Medicaid card, and the traditional system to address mental health 
needs is you get an appointment on Tuesday at two o'clock in the 
afternoon. When you are working with somebody who has florid 
psychotic symptoms, you can't guarantee they will be in that office 
at two o'clock to see a psychiatrist. You need the services on site 
when you have the client there. 

We assist people once we get them on a medication routine; we 
assist them in taking their meds, we assist them in getting their 
entitlements; we assist them in getting the whole shebang in place 
so we can then try to move them on to some kind of permanent 
housing situation. And we have been fairly successful in doing 

One of the best models for us in terms of permanent housing tor 
this type of population has been the SRO-type model, with support- 
ive services and the St. Francis Residence in New York City is a 
fine example of low-cost housing, with the kind of services this pop- 
ulation needs, to keep them off the streets. 

Mr, Waxman. Thank you very much 

[The following brochure was submitted for the record:] 
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GODDARD-RIYERSIDE COMMUNITY CENTER'S 



PROJECT 
REACHOUT 

(212) 595-3066 




Services and Advocacy for th« Mentally III Homeless 



| What we are... 

Protect Reachout to a mobile outreach program providing icrvKet tp tht 
mentally »H homeless on Manhattan s Upper Weststdc from 59th to 1 10th 
Sireeu— including Central Park Established in 1979. it to sponsored by 
Goddard Riverside Commit y Center and funded target? by State CSS 
(Community Support Services) fundi which are administered by the New York 
City Department of Mental Health At present, our project has a total staff 
capacity of 20 people— 13 of whom provide direct outreach services 

How we do it . . . 

Project Reachout outreach teams go out twKe dally In vans— inltiaty to fain 
the trust of mentaNy til persons kving in the streets We do thto by pwtotaf 
them with food clothing and blankets A brown paper bag containing a 
sandwich, )oke and dessert is our "engagement" tool We also offer showers, 
medical and psychiatric services, financial assistance, temporary shelter pfus a 
welcoming piacc to c ome and sit anu have a cup of coffee m our modest office 
space Our long range goal is to secure permanent housing most often in a 
neighborhood SRO (single room occupancy) hotel or one with supper'., 
services such as the St Francis Residence To that end. we help th<m secure 
entitle menu (welfare or social security d«ab*ty), we assist with money and 
medication management and other activities of dady Irving When appropriate, 
we refer them to drop-in centers or day treatment programs m the 
neighborhood 

Those we've helped . • . 

Project Reachout has provided services to people ranging in age from 
seventeen to eighty-four with 35% over 50 years of age Pnor to their We on 
the street, many had spent yean in and out of psychiatric hospitals most had 
fcved In single room occupancy hotels or other low rent housing Others had 
lived with parents or spouses until they died and became homeless when they 
were no longer able to maintain their fobs and apartments on their own. 

More about us . « . 

Protect Reachout provided services to 3.096 dtfftnnt individuals last year 
More were males tha n females. 7 1 % had major psychiatric problems and 1 5% 
had both psychiatric and substance abuse problems Over 24 000 sandwiches 
were distributed Thto past summer we had contact with an alarming number 
of homeless people— greatly outnumbering those of previous summers In the 
month of August alone the team on the street saw a total of 397 individuals— 
of those 1 23 were "new" u the outreach team The Central Park team saw a 
tool of 3*3 individuals— of those 183 were "new" to the team 
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Mr. Waxman. Any of you may wish to respond to this. If you 
were going to advise us on a medical system for people who are 
homeless, what would you suggest that system be like? Do we need 
a dual kind of system, a different kind of system, or do we need to 
help these people get plugged into the existing system that is 
there? 

Ms. Sonde. No, I don't think we can help them plug into the ex- 
isting system. I think we have to bring the services to them initial- 
ly, until they are stabilized to a point, but they also need advocates 
to speak for them. Even if they sit in a hospital emergency room or 
in a clinic, unless they are able to speak up and clearly enunciate 
what their symptoms are, what it feels like, where it hurts, they 
are not going to get any care, to say nothing of quality care. The 
traditional systems that are in place now do not work for the 
homeless, both mental health services and medical ones. 

Mr. Waxman. All three of you are involved in trying to set up a 
system of linkages between existing programs and new programs 
as a way to help the helpless. Ms. Wolfe, as I understand it, your 
project has a great deal of funding from an effort by the Robert 
Wood Johnson Foundation, Pew Memorial Trust, and that was a 
four-year funding of — 

Ms. Wolfe. $1.4 million. 

Mr. Waxman. And yours is $25 million? 

Ms. Wolfe. No, $25 million nationally. 

Mr. Waxman. Nationally? 

Ms. Wolfe. Yes. 

Mr. Waxman. $25 million a year over four years? 

Ms. Wolfe. Yes. And each city was up to $1.4 million per year. 

Mr. Waxman. This is private foundation grant money that has 
gone into trying to develop a system for dealing with the health 
needs of the homeless. This whole foundation grant has been envi- 
sioned for four years and it is in its third year? 

Ms. Wolfe. Beginning its third year in January. 

Mr. Waxman. What is going to happen after the fourth year? 

Ms. Wolfe. Each city is supposed to be working, and is working, 
depending upon how they are structured, what their model is, as to 
what is the appropriate way. In Nashville they have incorporated 
into the county health system. It is one clinic. It has been relo- 
cated, but the staff, everybody is going over to the county. That is 
not going to work in Washington. 

In each city, one has to figure out the most appropriate way to 
do that, whether it be by contract, whether it be by various depart- 
ments of human service components. They have three commissions 
now, the mental health, the social services, and the physical 
health. If those three components get together and fund an agency 
to do it or fund staff to do it, so that it is working three, and cer- 
tain things are going to still be the private sector's domain and 
they are going to be involved. 

Our health network would never work without the health net- 
work, because the only adult medicine clinics are D.C. General, and 
many of them have waiting lists of six months to two years. 

Mr. Waxman. The idea is to let the number of counties and cities 
that are involved with grant money from this foundation find their 
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own ways of dealing with the homeless. What role is there for the 
Federal Government? 

Ms. Wolfe. Each of the jurisdictions is struggling with how to fi- 
nancially incorporate this project or these sets of services into their 
system. It would be helpful to know that there was money to sup- 
plement that, because in Washington there is money for drugs and 
there is money for aides. Those are the two main funding efforts 
within the city, where there is more discretionary money, and we 
haven t even begun to talk about homeless families and their prob- 
lems. Nobody mentioned that. 

The notion is that AFDC covers that and their Medicaid. Well, 
families in crisis and shelter suffer the same disaffiliation and con- 
fusion, and therefore don't get appropriate care, so that any Feder- 
al intervention that was either programmatic or categorical that 
would help the cities institutionalize the service or develop the res- 
pite care service would be helpful, and certainly any manpower 
that could be diverted from where it is presently going in some per- 
centage to impact the needs of the cities vould be helpful. If we 
could get psychiatrists to work with Robert Wood Johnson, that 
would be great. 

Mr. Waxman. So you are outlining a fairly elaborate network of 
private and 'blic responsibilities with different government funds 
and private ids to support it. You have something like this al- 
ready effect here in Washington, D.C.? 

Ms. Wolfe. Yes. 

Mr. Waxman. What percentage of the homeless do you think you 
touch? 

Ms. Wolfe. I would assume that we touch somewhere between 75 
and 80 percent of the homeless. We try not to duplicate services, 
and mcst of those, a lot of those services are directed towards the 
men because the women shelter system in Washington is smaller, 
and they have workers, support workers, who are linking people 
with community-based free clinics or with hospital clinics so I 
would say that we see somewhere between 75 and 80 percent, and 
that is the main portion that we don't see is homeless families, and 
people that are just resistant, that are really resistant. 

Mr. Waxman. If you see 75 percent, is it fair to say that you are 
serving the health needs of the homeless in Washington, D.C., at 
least for 75 percent? 

Ms. Wolfe. We have access to that. When you have a mobile out- 
reach, we don't know how many people are really out on the 
streets, so we can't say in the three weeks or a month that we have 
been in session how long, so I don't think it is fair to say that we 
are adequately meeting those needs, and we certainly aren't with 
the family issue. 

Mr. Waxman. Ms. Sonde, we hear a lot about whether the home- 
less are just low-income people without jobs, without a place to live 
because they can't afford it. We also hear another image, and that 
is homeless people who are mentally ill. At a previous time, they 
would have been in a mental institution, but because of the 
changes in treatment philosophy they were dumped from those in- 
stitutions, presumably for community care, but the reality is for no 
care. What is the accurate description of the homeless person? 
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Ms. Sonde. All of that. We run into a gamut of it. There are cer- 
tainly those who are left from the deinstitutionalized phase 10 and 
20 years ago. People have had histories of long-term hospitaliza- 
tions and have fallen through these cracks and are on the streets 
again. But we aiso have people who have lost their jobs like Mr. 
Gallagher described, who got depressed, or people who have lost 
their spouses— that is a larger category— sons or daughters who 
lived with their parents for long years, and then, when they were 
in their thirties or forties their parents died off, they lost their 
jobs, they got confused and disassociated with other family mem- 
bers, and ended up wandering the streets, and with no previous 
history of mental illness. 

We have grandmothers who became C3tranged from their fami- 
lies and wandered on the streets and became mentally ill while on 
the street, with having no long history, or any history, of mental 
illness before. 

Mr. Waxman. What proportion of the homeless do you think are 
suffering from chronic mental illness? 

Ms. Sonde. The general figure thrown around these days is about 
25 percent. I know in the New York City shelter system where 
single adults are sheltered every night, there are probably 10,000 of 
those people, and researchers have found that a true 25 percent of 
them suffer from mental illness severe enough so that they need 
some kind of supportive housing to live in. They can't just live in 
housing with no psychiatric support. 

Ms. Wolfe. It also changes by city and by region. The far west 
appears to have less of a chronically mentally ill than the larger 
urban east. 

Mr. Waxman. Why is that, do you think? 

Ms. Wolfe. Because, well, they call it "greyhounding." They get 
on a bus and they move right on through. The homeless that stop 
in Arizona and in Albuquerque are bf3ically homeless because of 
economic reasons. It could even be health, but it is not necessarily 
mental health; and mental health people are coming here to Wash- 
ington to talk to their congressmen; they are coming to talk to 
their President; they are coming to the V.A. for redress. We have e 
number of people in Washington who are here because they have 
come from other jurisdictions to Washington because their veter- 
ans' benefits have not worked appropriately, and they stay. They 
don't go home. 

Mr. Waxman. Dr. Vicic, do you agree that about 25 percent of 
the homeless population are chronically mentally ill? Has that 
been your experience in New York? 

Mr. Vicic. In our shelters in New York that figure sounds appro- 

Eriate, and by chronically mentally ill we mean individuals who 
ave had a history of hospitalization in a psychiatric hospital or a 
psychiatric division of a general hospital, or the use of psycotropic 
medications, the prescription of medications specifically needed to 
address chronic mental health symptoms, so by that definition I 
would agree with the figure of 25 to 30 percent in New York City. 

Mr. Waxman. That is a fairly narrow definition. Those are 
people who have already been through the mental health system or 
had medications prescribed for them. Wouldn't you have a number 
of people who would be unable to take care of themselves because 
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of depression or some other mental illness and because of that 
wouldn't be in that statistic? 

Mr. Viae. The people who are depressed or the people who 
suffer what one might call lower grade mental illness may not be 
as obvious, you are absolutely right, may be uncounted in that 
figure of 25 to 30 percent. Just in terms of the practice of general 
internal medicine, we see individuals who are dealing with a physi- 
cal illness, but who clearly have a psychological burden as well in 
the setting of that illness, and which the illness either occasions or 
exacerbates, and I think what I am referring to is your example of 
the depressed, despairing individual, who also would benefit from 
mental health care. 

Mr. Waxman. Mr. Wyden. 

Well, we appreciate your testimony. Dr. Vicic, St. Vincent Hospi- 
tal administers, with Robert Wood Johnson Pew Memorial Trust, 
the Health Care for the Homeless program. We would like to have 
for the record any reports or studies that have been produced by 
this program to date that might assist us in understanding and re- 
sponding to the health needs of the homeless. 

We have to give a great deal of credit to the three of you and to 
the organizations that you represent, for working to try to meet 
this need. It is just clear from what you are telling us that the 
need is greater than those organizations are able to handle on their 
own. You are asking for help on behalf of the people who are 
asking you for help. It seems to me that the Federal Government 
has a very distinct responsibility. Thank you. 

Ms. Wolfe. Thank you. 

[Testimony resumes on p. 85.] 

[The following materials were submitted for the record:] 
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HEALTH CARE St Vincent's Hospital 

MtTHf itr^XEI CCC D*P l of Communit> Mediane 

HUMtLfcbb 153W lllhw 

PPOGRAM N<w York. New York 10011 

(212) 790-7065 

Philip W. Bnckner. M.D. 
Director 

Stephen L WoWdo, C.S.W. 
D*pitF> Dtrf L lirr 



Health Care for the Homeless Program 

The $25 million Health Care for the Homeless Program, begun 
in 1985 and jointly supported by the Robert Wood Johnson Foundation 
and the Pew Memorial Trust and co-sponsored by the U.S. Conference 
of Mayors, is supporting 18 cities with grants of up to $1.4 million 
each, over »a four-year period, for the development of coalitions 
and networks that will bring health services to homeless people. 
The Program's intention is to encourage existing agencies and 
groups within each of the cities to build a network of resources 
that will deliver hands-on health and social services to homeless 
people. The Program also seeks to improve access to other available 
services and public benefits and encourage efforts to address 
the full range of problems that homeless people face. 



The Hcilih Care Ux the Hi*nele*» Program is a national pr».<fjam nt The Rohrrt >XUk] Johnion FotinJuiOn The Pe* \lemonal 
Tnm w *r>>n*orev: h the LrmeJ Stare* Conference »< \1auws arvj jJmmutereJ K St Vincent > Hi*p ital 
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National Summary 

TABLE 1 

Summary of Project Activities 

Total Clienra Seen 42539 
Total Vialta 118098 
Avaraga Viaita par Client 2.8 



Number of Viaita, Clienta, and New Clienta by Month 

Number of Number of Number of 
Viaita Clienta New Clients 



MAR 1985 


94 


72 


72 


APR 1985 


563 


386 


367 


MAY 1985 


1691 


1020 


904 


JUN 1985 


3041 


1790 


1486 


JUL 1985 


4507 


2669 


2078 


AUG 1985 


5761 


3382 


2452 


SEP 1985 


6058 


3626 


2406 


OCT 1985 


7845 


4561 


3034 


NOV 1985 


5716 


3574 


2101 


DEC 1985 


7431 


4349 


2657 


JAN 1986 


9197 


5316 


3371 


FEB 1986 


8437 


4939 


2885 


MAR 1986 


8460 


4830 


2732 


APR 1986 


9253 


5344 


3102 


MAY 1986 


8846 


5093 


2764 


JUN 1986 


8781 


498i 


2832 


JUL 1986 


9436 


5426 


3161 


AUG 1986 


8014 


4689 


2464 


SEP 1986 


4196 


2742 


1327 


Hissing or bed datea 


771 
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HEALTH CARE 
** Tm HOMELESS 
PROGRAM 



St Vmcenfi HoqHtil 

Dept of Commurr'v Mediant 

153 W lUh Street 

New York New York 10011 



PWHp W. Brickoer. M.D. 
Director 



U12) 790-7065 



Stcph-a L Wobido, C.S.W. 
Deputy Director 



Albuquerque Health Care for Che Homeless Project 

The Albuquerque project began serving patlenta on April 8, 1985, 
in a mobile facility; a 31 foot Airstream trailer waa modified 
to aerve aa a well equipped clinic. The trailer ia moved on a 
published schedule to locations where the homeless congreeste. 
During July, they 'opened s permanent clinic in downtown Albuquerque 
in apace donated by St. Martin 'a Hospitality Center, a day-time 
drop- in center for atreet people operated oy the Epiacopal churches 
of the area. During one half day per week at the permanent clinic, 
they aerve only women and children, the numbera of whom are growing 
on the atreeta. Other persons are aeen during this time in the 
mobile clinic. 

Contacts have been made with aeveral agenciea in reference to 
entitlement a. They have enliated the aid of the Social Security 
Admlniatration, the New Mexico Department of Human Services, the 
Veterans Administrstion and othera to acreen clienta for poaaible 
entitlementa and to aaaiat in making the program known to any 
homeless they may aerve. Flyera and poatera are elao placed in 
locations where the homeless congregate, auch aa the Salvation 
Army, the Albuquerque Rescue Miaaion, Good Shepherd Refuge, and 
othera . The most effective outreach toward clienta haa been the 
mobile unit, identified aa the free clinic for the homeless. It 
ia highly recognizable, much talked about and ia the project' a 
moat effective advertisement. 

An education program for the homeless has been developed and is 
in operstion. Under the general title of, "How to Take Care of Your- 
self While Living on the Streets," they have presented programs 
every other week at St. Martin* a, the only day-time shelter for 
the homeless. 

St. Joseph Healthcare Corporation is now assisted in the administration 
of the project by an Advisory Committee appointed by the chairperson 
of the Albuquerque Emergency Care Alliance. It is made up of 
representatives of business, federal, state and local governments. 

A grant for $25,000 has been awarded to the project by the New Mexico 
Department of Health and Environment to provide case management 
services for the chronically mentally ill, along with drop-in 
services, with the cooperation of a group called Survivors, Inc. 



The Hrjlfh Orr tor the Homeless Profrain u a rational program or* The Robert U Johnson Foundation and The Pew Memorial 
Trust Ct*»Pon»oreJ by the United i{»te* Conference of Mayor* and «drmntsrered h St Vincent * Hoapital 
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Albuquerque 

TABLE 1 

Summary of Project Activities 

Total Client* Seen 2470 
Total Visits 4761 
Average Visits per Client 1.9 



Number of Visits, Clients, and New Clients by Month 

Number of Number of Number of 
Visits Clients New Clients 



MAR 198S 


3 


3 


3 


APR 1985 


146 


133 


132 


KAY 1985 


164 


139 


121 


JUN 1985 


175 


158 


131 


JUL 1985 


218 


187 


164 


ATV 1 Ofl Q 

Auo IVDj 


313 


249 


210 


SEP 1985 


203 


163 


122 


OCT 1985 


251 


190 


151 


NOV 1985 


174 


130 


98 


DEC 1985 


250 


179 


130 


JAN 1986 


304 


209 


152 


FEB 1986 


278 


200 


129 


MAR 1986 


357 


221 


151 


APR 1986 


399 


245 


160 


MAY 1986 


365 


224 


141 


JUN 1986 


434 


255 


168 


JUL 1986 


404 


273 


177 


AUG 1986 


259 


176 


95 


SEP 1986 


35 


34 


25 



Missing or bad dates 29 
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Baltimore Health Cere for the Homeleaa 



Exist in* day ahelter environments , Christopher Place and My Slater 'a 
Place, have been aelected aa health care delivery aitea. Theae 
aitea house health teams and are equipped to perform medical 
acreening , examination, and baaic treatment using standard protocola 
for the treatment of condition*. 

Clienta receive phyaical examinations whenever apecific problems 
lead them to seek owdical care. Trestment regimens sre prescribed 
snd followed up by the medics 1/socisl work team. Outreach efforts 
sre made in titustions where treatment is not continued. When 
necesssry, »>reacrib*d medicationa are atored and diatributed from 
the medical aite. 

In addition to providing medical treatment on aite, the project haa 
arranged for a comprehenaive group of other aervicea. Theae aervicea 
include: gynecological snd cosmetic services, x-rsy, optometry, 
phyaical therapy, and other services ss identified by grant personnel. 
Incressed client sccessibility to appropriate services haa been 
developed by pre-arranged agreements with specific service providers 
to work with grsnts personnel and clients. Trsnsportstion from the 
heslth offices is provided, when needed. 

The on-site service coordinator a and the project director have aought 
to improve acceaa to neceaaary benefit programa for the homeleaa. 
Theae programa include Medical Aeaiatance, General Public Aaaiatance, 
housing aaaiatance, Supplemental Security Income and Veteran* a Benefita. 

Health Care for the Homeleaa of Baltimore City (HCHBC) haa begun to 
provide valuable hands-on experience to atudenta including several 
paychiatric reaidenta and a nurae practitioner candidate. 





Spokeaperaona from the following egenciea have attended HCHBC ataff 
meetlnga or traininx seaalona to «h«r* infnrmaMnn *. 
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Baltimore 

TABLE 1 



Suaaary of Project Activities 

Total Clients Seen 1766 
Total Vlalta 5629 
Average Vlalta per Client 3.2 



Number of Vlalta, Cllenta, and New Cllenta by Month 

Nuaber of Nuaber of Nuaber of 
Vlalta Cllenta New Cllenta 



MAR 1985 


0 


0 


0 


APR 1985 


0 


0 


0 


MAY 1985 


0 


0 


0 


JUN 1985 


48 


25 


25 


JUL 1985 


199 


123 


117 


AUG 1985 


165 


115 


78 


SEP 1985 


278 


148 


97 


OCT 1985 


396 


227 


159 


NOV 1985 


332 


200 


128 


DEC 1985 


365 


219 


130 


JAN 1986 


444 


277 


192 


FEB 1986 


524 


300 


201 


MAR 1986 


343 


200 


94 


APR 1986 


362 


218 


115 


MAY 1986 


396 


181 


85 


JUN 1986 


4C4 


186 


80 


JUL 1986 


484 


222 


98 


AUG 1986 


474 


202 


88 


SEP 1986 


301 


157 


60 


Mlaslng or bad datea 


54 
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Binringham Health Care for Che Homeless Program 



C:ie of Che major accomplishments of this project has been utilization 
cf a mobile health unit. The van allows staff to provide cere on 
che streets, as well as back-up for all of their eight stationsry 
sites. They can approach the homeless where they congregate. 
Perhaps their greatest "advertisers" at this point in the project 
sre the homeless people themselves, who spread the word on the 
street of where and when the van can be found if someone needs care. 

Contacts to idencify workable referrals have been made ac social 
service agencies, healch care providers, etc. 

This has resulted in repeated (as many as 4 times) appointment 
re- scheduling for their pacienCs ac disabilicy hearings (usually 
one missed appoinCmenc would result in a closed case), special 
call-in procedure for obtaining certification for services at the 
county hospital for their program's patients, and medical laboratory 
services provided free of charge through Roche Bio -medical labs 
for extraordinary lab work. Seven Birmingham hospitals have 
applied to (take homeless persons on a rotating in-patien: admissions 
basis for project patients requiring hospitalizations. The agreement 
states that patients are screened by the project's medical team for 
admission, to avoid the possibility of patients being turned away 
by a second-guessing hospital employee. 

A shelter providers advisory committee to the Droject's Board of 
Directors was established which includes representatives from each 
major shelter in Birmingham (including the Housing Authority). 
This group developed a "winter emergency policy". This same group 
joined forces to become Metro Birmingham Services for the Homeless, 
a formal umbrella organization committed to identifying gaps and 
overlaps in services, and improvement of services through securing 
future funding as a group. The group is currently seeking private 
foundation funding, Community Development Block Grant (CDBG) monies, 
and United Way money. A strong alliance between the Mayor's Office, 
the Housing Authority, this project, United Way and the two major 
downtown church Coalitions which operate downtown shelters, has 
been facilitated by this project via the groups brought together 
to address health care issues. 



The Health Ore Kit the Homelw* Pribram it i MTiorul profram o* The Robert Wcxvl John»on Foundation ind The Pew Memorial 
Truir ci> <f\ir»H*cJ h the United State* Conference or Mayor* an J admini«ereJ K St Vtnteni'i Hoipual 
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Boston Health Care for the Homeless 



The establishment of three on-site health care teams (Team A and 
Team B caring for single adults and Team C caring for families) 
and through these teams the continuing capacity to meet medical 
and social service needs of homeless individuals at the shelters 
and day sites and families at the family shelters has been one of 
the principal achievements of the project. 

Other accomplishments include; the establishment of working relation- 
snips with and the education of shelter staffs on appropriate uses 
of new on-site medical clinics » assistance for individuals in 
establishing eligibility and gaining access to income maintenance 
programs (nearly 100 individuals approved for state-funded General 
Reiief, 20 persons on file V SSI with 7 approved and 13 pending, 
and three to four others witn applications pending or approved 
for SSD1 and Veterans' Benefits), widespread screening and appropriate 
intervention in an effort to halt communicable disease (TB screening 
being carried out by Team A and B and intervention in shigella 
outbreak at the family shelters, . successful channeling of clients 
requiring more serious medical services to newly established clinics 
(both pediatric and adult) at participating facilities and for 
in-Datient women, and children with local social service, mental 
health, educational and other agencies, education and meeting 
concerns of shelter staffs on detection and control of infectious 
diseases (e.g., supplying factual information relating to the AIDS, 
hepatitis, and TB) ; improvement oi relationships between all medical 
facilities in the City and shelter-referred patients (assurance of 
follow-up and continuing care has resulted n the provision of better 
and more readily available care) , and influenza vaccination for 
over 200 adults. 

An additional major achievement of the project has been the opening 
of the Shattuck Shelter Respite Unit in November, 1985. 

A major source of financial support for the project has come from 
the Coitnonvealth of Massachusetts, Dept. of Public Welfare. In 
April, 1985, the Department signed a $250,000 concract with the 
Project for matching funds to enable the Project to address the 
broad range of health care needs of homeless populations in Boston. 

Funding has also been committed by the Commonwealth of Massachusetts 
through the Department of Mental Health (DMH) , which has lent its 
support by providing the salary of a p sychiatrist- consul tant . 

Additional sites throughout the City are to be considered for delivery 
of services during the coming year. Soup kitchens, day centers, 
the developing mental health shelters and other sites are to be 
examined for potential impact. Feasibility for a mobile clinic or 
medical van is to be explored. 
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Boston 

TABLE 1 



Summary of Project Activities 

Total Clients Seen 2482 
Total Visits 5938 
Average Visits per Client 2,4 



Number of Visits, Clients, and New Clients by Month 

Nunber of Number of Number of 
Visits Clients New Clients 



MAR 1985 


o 


o 


o 


APR 1985 


45 


25 


25 


MAY 1985 


18 


16 


16 


JUN 1985 


34 


27 


25 


JUL 1985 


215 


154 


143 


AUG 1985 


522 


329 


261 


SEP 1985 


397 


266 


155 


OCT 1985 


740 


485 


331 


NOV 1985 


380 


243 


U5 


DEC 1985 


505 


322 


171 


JAN 1986 


425 


293 


178 


FEB 1986 


333 


255 


132 


MAR 1986 


346 


244 


117 


APR 1986 


370 


274 


138 


MAY 1086 


329 


240 


116 


JUN 1986 


277 


207 


109 


JUL 1986 


394 


314 


193 


AUG 1986 


429 


336 


201 


SEP 1986 


103 


80 


40 



Hissing or bad dates 76 
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Chicago Health Care for the Homeless Project 



The project was designed so that the health teams would be mobile 
and would visit designated shelters and drop-in centers on at least 
a weekly basis. This design was chosen to correspond to the 
decentralized, small scale approach in providing shelter to which 
Chicago remains committed. On-site services provided by the health 
teams include: physical assessment; screening; diagnosis; first 
aid; prescription and some medication distribution; limited primary 
care (e.g. dressing of wounds); referral/linkage to necessary 
services; maintenance of treatment plan; follow-up care and monitoring; 
patient education; assistance in securing benefits and entitlements; 
social services; outreach; advocacy; and transportation. 

The Health Committee of the Mayor' a Task Force on the Homeless 
provides governance and oversight to the project and serves as a 
forum to address issues and system gaps identified through the 
project. The Health Committee includes representation from the 
public and private sectors, as well as groups advocating on behalt 
or homeless people, 
i 

Six sites have been phased into the project's operation. 

Outreach staff are a unique feature of Chicago's project. They have 
proven to be even more crucial than anticipated in serving confused, 
resistive, and alienated clients. Outreach workers are successful 
in helping homeless people cope with systems and helping the 
systems cope with them. 

Outreach and social work staff have also been successful in working 
with local Department of Public Aid and Social Security staff to 
obtain benefits and entitlements. 

Project staff have engaged in advocacy efforts on a systems, as 
well as individual level. This advocacy has primarily been under- 
taken through testimony at legislative hearings, television and 
radio programs, presentations at the National Association of Social 
Workers Symposium and the American Public Welfare Association meeting, 
and participation in seminars for Cook County Family Practice 
Department and the University of Illinois Realities of Medicine 
Series. 

The project has also become a formal placement site for field 
experience or observation through local Schools of Nursing: 
Northwestern University, Loyola University, Rush University, and 
the University of Illinois. Reports from the schools indicate 
that the students find the project to be among the most enlightening 
of their field experiences. 
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Chicago 

TABLE 1 



Suaaiery of ProjtcC Activities 

Tutal Client! Seen 2930 
Total Visits 8721 
Avsrage Visits per Client 3.0 



Number of Visits, Clients, and New Clients by Month 

Number of Number of Numbs r of 
Visits Clients New Clients 



MAR 1985 


1 


1 


1 


APR 1985 


0 


0 


0 


MAY 1985 


0 


0 


0 


JUN 1985 


220 


132 


132 


JUL 1985 


145 


80 


60 


AUG 1985 


273 


129 


86 


SEP 1985 


OOO 


107 


117 


OCT 1985 


473 


270 


211 


NOV 1985 


430 


2*0 


176 


DEC 1985 


672 


368 


255 


JAN 1986 


845 


458 


323 


FEB 1986 


752 


416 


247 


MAR 1986 


-•83 


435 


259 


APR 1986 


933 


486 


296 


MAY 1986 


946 


455 


263 


JUN 1986 


656 


326 


173 


JUL 1986 


635 


306 


174 


A"G 1986 


527 


264 


134 


SEP 1986 


16 


15 


2 


Missing or bad dates 


115 
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Cleveland Health Care for the Homeless Prcject 



The principal accomplishments of the project to date include: 

-Establishment of health care clinics at tht two largest 
emergency shelters on the near east and west side of Cleveland, 
with the nearby smaller shelteri (12 in number) being served 
by a screening team. 

-Formal linkages with entitlement programs including the Social 
Security Administration, Department of Human Services, 
Veteran s Administration, Protective Services Consortium 
and Bureau of Vocational Rehabilitation. 

-Establishment of formalized referral link with the county 
hospital system for purposes of this project. 

-Workshops (4 in number) to inform local health care community 
about the homeless, and the health care problems they face 
as a result of their lifestyle. 

-Establishment of a "Newsletter" to inform and update the local 
provider community on the progression of the project. 

-Implementation of a computerized patient record and data 
collection system to track patients over consecutive visits, 
as well as generate monthly demographic reports. 

-Implementation of a 24 hour emergency assistance number 
(using a cellular phone) whereby patients can access health 
team members day or night for assistance. 

-Mental Health Program (funded through state and NIMH) in 
which mental health specialists develop drop-in centers for 
the chronically mentally ill homeless. 

-Estaolishment of a volunteer & student program through local 
volunteer agencies and Universities. 

-Formation of a partnership effort between the two levels of 
government} namely, the City of Cleveland and Cuyahoga 
County via health service delivery. 

-House Bill 515 implemented in Ohio to provide funding for 
emergency housing shelters for the homeless with the support 
of the Cleveland Health Care for the Homeless project. 



The HetUh Car* t.w the Homele* Protram » a national rrufr"" oj TKr Robrn Wood Johiuon Foundation and The Pt« Memorial 
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42 



HEALTH CARE 
Mn " HOMELESS 
PROGRAM 



3t Vincent's Hospital 

Dept of Community Medtane 

15) W 1 1th Street 

New brk, New York 1 00 1 1 



Philip W Brtckner, M.D 



(212) 790-7065 



Stephen L. Wobidc CSW. 



Denver Health Care for Che Homeless Program 



The project entered into a contractual relationship with Denver 
Health and Hospitals (DH&H) for the provision of physician, physician 
assistant and social worker services for the Health Care for the 
Homeless Program (HCHP) . In addition, this contract provides that 
DH&H provide back-up laboratory, radiology, specialization and 
hospitalization services as needed without cost to the project. 

A walk- in Stable site clinic was opened in May, 1985. 

At the stable site clinic, named the Stout Street Clinic (SSC) 
the project provides the following services: 

- Primary health care , including diagnosis and treatment of 
acute and chronic illnesses for adults and children, OB 
pre and post-natal care and family planning. 

- Preventive health care , including immunizations and vaccinations 
for adults and children. 

# 

- Laboratory services . including hematocrit, complete urine 
analysis, GC smears and cultures. Other needed laboratory 
services are referred to the appropriate DH&H facility. 

- Radiology services are provided for SSC patients at one of 
the DH&H facilities. 

- Pharmacy : In-house pharmaceuticals which cover a broad range 
of adult, pediatric, family planning and prenatal needs are 
dispensed at the SSC » 

- In-patient care : When needed, SSC patients are hospitalized 
at Denver General Hospital, a division of DH&H. 

- Respite care : Should a homeless patient discharged from Denver 
General need respite care to ensure adequate recovery post- 
hospitalization, the patient is placed at the new shelter 
opened through the cooperative efforts of the Colorado 
Coalition for the Homeless and the Volunteers of America. 



The Health Ore loc the Hixnelrti. Program n a national program ot The R L >ocn Wood Johnson Foundation and The Pe» Memoml 
Truji ».o-tpon»ored h> rhe United States Conference d Ma> on and adnunmered h St Vincent's Hoapul 
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Denver - Page 2. . 



-Additio nal medical services : Podlatrlc care, minor surgery 
(suturing, lnclalon Mid drainage, etc.), evaluation and treat- 
ment of minor eye problems. Inhaled bronchodllator theraoy, 
Intervenous therapy, wound care, crutches, ace wraps, slings 
are all avallabe at the SSC. 

-Pffial care: Through the Dental Clinic at one of the nearby 
DH&H facilities, they are able to provide dental care for 
their patients at 25Z of cost, which the Health Care Project 
pays. 

- Social services . 

- Outreach and transportation services . 
- Health education and in-service training . 

The establishment of the stable site clinic has proven to be a 
highly effective strategy for providing health care and social 
services to the homeless in the community. Placing the clinic in 
the downtown "neighborhood" of the homeless has made it very 
accessible to the target population. In addition, the Volunteers 
of America operate a food line and clothing distribution center 
in the same building aa the clinic, which means a variety of services 
are provided to homeless persons at the same site. 

A contract has also been entered into with the Colorado Division 
of Mental Health to fund half a PTE mental health therapist position 
at SSC. The Health Care Project funds the other half. This 
allows provision of direct mental health services to the large 
number of chronically and mentally ill patients they serve. 
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Denver 

TABLE 1 

Summary of Project Activities 

Total Clients Seen 2946 
Total Visits 5402 
Average Visits per Clienc 1.8 



Number of Visits, Clients, and New Clients by Month 

Number of Number of Number of 
Visits Clients New Clients 



MAR 1985 


2 


2 


2 


APR 1985 


1 


1 


1 


MAY 1985 


88 


79 


79 


JUN 1985 


171 


140 


132 


JUL 1985 


235 


176 


151 


AUG 1985 


234 


169 


134 


SEP 1985 


192 


143 


103 


OCT 1985 


237 


189 


154 


NOV 1985 


189 


144 


127 


DEC 1985 


131 


90 


70 


JAN 1986 


145 


88 


69 


FEB 1986 


203 


146 


109 


MAR 1986 


540 


364 


284 


APR 1986 


549 


370 


265 


MAY 1986 


598 


394 


268 


JUN 1986 


524 


401 


283 


JUL 1986 


529 


393 


272 


AUG 1986 


518 


399 


272 


SEP 1986 


276 


244 


150 


Missing or bad dates 
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Detroit Health Care for the Homeless Program 



St Vincent's Hospital 

Dept of Community Mediane 

153 W Uth Street 

New York, New York 10011 

(212) 790-7065 



Detroit Health Care for the Homeless Project provides primary 
health care and casework services at health stations in shelters 
and soup kitchens which currently serve the homeless. These 
services are provided by a mobile team consisting of a physician, 
public health mrsa, social worker, part-time outreach worker and 
driver, who conduct eleven sessions a week at eight different 
sites. Specialty and hospital services arc provided through referrals 
to Detroit Receiving Hospital/University Health Clinic, where a 
stationary team of a doctor, nurse and social worker are housed 
four afternoons a week. Team social workers, beside providing 
case work services make referrals to a pre-arranged network of 
substance abuse, mental health and other social service agencies. 
Social workeis and the outreach worker also assist homeless 
clients in obtaining entitlement services. 

The outreach worker makes periodic visits to other shelters, soup 
kitchens and agencies serving the homeless but not covered by their 
team, and to make himself known in the community. 

The Detroit Health Department is currently making major contributions 
to the project by including services to the homeless as part of 
their primary care network. 

Wayne State University, through the Department of Community Medicine 
provides for physician services on a contractual basis. 

A large number of children in their client population requires ihat 
the team be particularly knowledgeable in pediatrics. A major 
emphasis in the treatment of children has been making sure that 
immunizations are up to date, both for school and to prevent the 
spread of communicable diseases in crowded shelters. To date, 
strep throats and lice have been the major communicable problems. 
Their social worker has been helpful in making arrangements to 
get many of the children into a day care center, so that mothers 
are free during the day to resolve their problems and seek permanent 
residences . 

A grant from the Michigan Department of Mental Health adds trained 
psychiatric staff to the team at three of their sites. This 
allows for more crisis intervention than the social work staff can 
currently provide and this specially-trained staff is able to 
reconnect some of the chronically mentally-ill homeless with the 
existing network of community mental health centers. 



The Health Ore for the Rirwltu Program n a natural program of Tite Robert U'ood Johnson Fcun danon and The Pew Memonal 
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TABLE 1 

Suaniry of Project Actlvltlea 

Total Cllenta Sun 23S4 
Total Viaita 3997 
Avaraga Vlalta par Client 1.7 



Number of Vlalta, Cllenta, ai 

Nuaber < 
Vlalta 



MAR 1985 


0 


APR 1985 


0 


MAY 1985 


3 


JUN 1985 


157 


JUL 1985 


286 


AUG 1985 


253 


SEP 1985 


265 


OCT 1985 


320 


NOV 1985 


279 


DEC 1985 


227 


JAN 1986 


328 


FEB 1986 


331 


MAR 1986 


279 


APR 1986 


136 


MAY 1986 


164 


JUN 1986 


175 


JUL 1986 


242 


AUG 1986 


305 


SEP 1986 


223 



Misting or bad datea 



New Cllenta by Month 

Nunber of Nunbe r of 
Cllenta New Clients 



0 


0 


0 


0 


3 


3 


130 


129 


238 


207 


212 


164 


223 


168 


263 


201 


221 


162 


196 


129 


263 


187 


260 


175 


223 


141 


124 


83 


134 


77 


156 


104 


204 


150 


223 


145 


182 


123 
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Los Angeles Aealth Care for the Homeless Program 



The objectives of the Los Angeles Health Care for the Homeless Project 
(LAHCHP) are to: 1) increase primary health care services to the 
homeless, 2) increase coordination among various medical and social 
service providers; 3) make services more accessible, and 4) increase 
first aid, CPR skills, and health awareness among the workers with 
the homeless. These objectives are implemented through three com- 
ponent programs, The first component is a shelter based primary 
care center at the Union Rescue Mission on Skid Row managed by 
the UCLA SChool of Nursing. The second component: i s a community 
based site located in the Venice Beach area at the Venice Family 
Clinic. The third component is a training and community organization 
program serving small shelters located outside Skid Row and the 
Venice Beach area. 

In addition to providing direct primary care to homeless clients, 
the UCLA School of Nursing Health Center and the Venice Family 
Clinic served as clinical instruction sites for UCLA nursing, 
medical, and public health students. More than 71 students received 
supervised 'training in primary care and the unique needs of the 
homeless . 

In a long range plan to increase primary care services for the homeless 
the UCLA School of Nursing Health Center at the Union Rescue Mission 
took several major steps to develop third party reimbursement 
mechanisms. These include obtaining approval of the Regents of 
the University of California for nursing management of the Health 
Center and a positive preliminary inspection of the site by the 
state community clinic licensing agency. 

Staff are active in their efforts to contact appropriate social 
and medical service agencies, to develop coordinated ref2rral resources 
to identify agencies appropriate for the homeless, and to systematize 
the referral process. Major meetings have been held between the 
staff and units of the Los Angeles County Departments of Health 
Services (DHS) and Mental Health Services regarding tuberculosis 
control, emergency care, fees for services, dischargs planning, 
mental health care. 
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Lot Angele * - Page 2. 



Networking initiated by the project staff among small shelters 

has successfully increased services provided by other agencies 

at the shelters. Both primary care components of the project 

provided outreach health care services to the homeless. Educational 

leaflets regarding eligibility requirements for the Ability to 

Pay plan ATP informed homeless clients of their right to this service 

and increased accessibility to health care. 

Los Angeles has been called the "Homeless C«">ital of the United 
States/' and according to the U.S. Department of Housing and Urban 
Development, more homeless persons are located in Los Angeles than 
any other U.S. city. 
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Lot Angelas 

TABLE 1 

Suanary of Project Activities 

Totil Client* Seen 2059 
Total Viiltf 4652 
Average 7<sits per Client 2.3 



Number of Visits, Client! , end New Clients by Month 

Number of Number of Number of 
Vlnlts Clients New Clients 
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New York. New York 10011 



(212) 790-7065 



Philip W. Brkkner, M.D. 
Dmctnr 

Stephen U Wobido, C.S.W. 

Depun DrretUf 



Milwaukee Health Care for Che Homeless 



The goal of Che Milwaukee Health Care for Che Homeless Program 
has been to establish four primary health care clinics in areas 
frequented by the homeless. These clinics address both the health 
problems and the social service problems of the homeless. 

The model for Milwaukee's program called for a sub-contract model 
rather than a direct services system. Before services could be 
delivered tfiey negotiated six sub-contracts > three contracts with 
medical providers and three contracts with social service agencies. 

Their first clinic opened at St. fienef let's Mealsite. Their second 
clinic opened at the Guest House. The third clinic to open was 
at the Salvation Army Emergency Lodge, and the last clinic to 
begin services was at the Family Crisis Center. 

Milwaukee's program has allowed a better utilization of present 
programs and services. Referrals from our program to others are 
recognized and there are fewer "red - tape" problems. This 
communication has led to the development of new programs. Their 
interaction' with other agencies has shown the short-falls of the 
system and they are working with these agencies to create programs 
which will fill the holes in the system. 

Milwaukee's project has made many new links for the homeless in 
obtaining eyeglasses, dental care, housing, and benefits. Their 
most important advances have come in working with local Community 
Support Programs. 

Of the four Community Support Programs in Milwaukee, they are 
presently working with three. 
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Milwaukee 

TABLE 1 

Sunmry of Project Activities 

Total Clients Seen 103! 
Toial Visits 5042 
Average Visits per Client 4.9 



Number of Visits, Clients, and New Clients by Month 

Number of Number of Number of 
Visits Clients New Clients 
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Nashville Project Health Care for the Homeless Program 



The Nashville project has established a freestanding clinic providing 
Nashville's homeless with primary health care, social services and 
mental health services. 

The Downtown Clinic opened its doors to Nashville's homeless on 
June 3, 1985. 

The medical service is directed by a full-time physician. 

A social service unit conducts an intake interview with each 
patient, arid provides on-going social case management services 
for selected clients. 

The Downtown Clinic became payee for five patients' disability 
or social security checks in 1985. 

The Clinic specializes in locating affordable housing for clients, 
and manages the cases of homeless juveniles who come into the 
Downtown Clinic system. Access to local entitlements is provided 
by a Metropolitan Social Services Department worker on site half time. 

Specialized case management services are provided for the homeless 
mentally ill by two mental health specialists, one funded through 
a contract with the Tennessee Department of Mental Health and Mental 
Retardation, the other deployed at the Downtown Clinic by the Meharry 
Community Mental Health Center. 

The development of Matthew Walker Health Center, a federally funded 
community health center, as a referral resource for free x-rays 
and diagnostic laboratory work has been of particular importance 
to the project. Metropolitan General Hospital, Hubbard Hospital or 
Meharry Medical College and the clinics of the Metropolitan Health 
Department have been major referral resources for medical needs. 
The infirmary of the Nashville Union Rescue Mission has been available 
to patients of the Downtown Clinic who require bed rest. 

Efforts at outreach have been undertaken, by maintaining a presence 
at two soup kitchens on * weekly basis* by occa .xonal educational 
presentations at a day shelter, and by assigning mental health 
workers to search the streets for individuals in need of their 
services. 
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Nashville 

TABLE 1 



Summary of Project Activities 

Total Clients Saen 3153 
Total Visits 14036 
Average Visits per Client 4.4 



Number of Visits, Clients, and New Clients by Month 

Number of Number of Number of 
Visits Clients New Clients 
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The New York City Health Care for the Homeless Program 



The New York City Health Care for the Home leas Program is administered 
bv the United Hospital Fund of New York on behalf of a broad network 
of public and voluntary agencies concerned with the homeless. 
The' New York City Project is specifically designed to provide health 
and social services at soup kitchens, non-public shelters, and 
social service agencies serving the homeless. No services are 
provided at city run shelters. 

All services are provided under contract by three health care 
providers; Betances Health Unit, Inc. in Manhattan* Bedford 
Stuyvesant Family Health Center in Brooklyn » ard Montefiore 
Medical Center in the Bronx. The New York City Project is designed 
to serve the homeless in three different boroughs. 

The New York City Health Care for the Homeless Program has been 
approved by the State of New York as a demonstration project for 
alternate documentation for Medicaid. This allows those persons 
who are truly homeless to receive Medicaid without all of the 
documents regularly required. Although the person does not receive 
a Medicaid card, a number is issued, thereby allowing the person 
to be treated at a clinic and to obtain medication. 

Social workers are getting the maximum number of homeless clients 
on Medicaid. This is being accomplished through regular Medicaid, 
where possible, and through Alternate Documentation for Medicaid. 

Montefiore Medical Center has designed its program so thatjnany of 
the costs of the program are reimbursed through a special Home 
Care Rate'* under Medicaid. 

For all providers, the eventual aim is to get Certificate of Need 
aDproval for their delivery sites as "diagnostic and treatment 
facilities" within the State's definition of "institutional providers 
(New York State Article 28). If the sites can obtain "Article 28 
Status" many costs of the program could eventually be covered 
by Medicaid.' 
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New York City 

TABLE 1 



Summary of Project Activities 

Total Client! Seen 1887 
Total Visits 4945 
Average Vieite per Client 2.6 



Number of Visits, Clients, and New Clients by Month 

dumber of Number of Number of 
Visits Clients New Clients 
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Philadelphia Health Care for Che Homeless Project 



Philadelphia's Health Care for the Homeless Project utilizes teams 
of nurses and social workers to contact clients at sites to provide 
care and connect clients with a range of additional health and 
social services in the community. Philadelphia's Project has two 
teams fully operational. The teams consist of one nurse, one 
nurse-practitioner and one case manager. The teams have provided 
health and social services in ten shelters and soup kitchens in 
Philadelphia. 

Wl*le the primary accomplishment of the Project has been the delivery 
of health and social services to homeless clients, the following 
additional achievements can also be cited: 

-The major source of referral for clients seen by the Project 
is to Philadelphia's Health Center #2 where additional 
diagnostic work and treatment take place. 

-Soma changes in benefits access have also been accomplished. 
A lidison with the Social Security Administration has been 
established to provide immediate answers concerning e 14 gibility 
questions. On-site visits by Social Security offici to 
determine clients' eligibility for benefits have bee*, 
authorized. Mailing addresses for clients to u*e for eliplbili 
determination of benefits have been found. 

-In addition, other service providers (e.g. , College of 
Podiatry, College of Optometry) have developed special referral 
and/o*" treatment procedures aimed at minimizing problems of 
access for clients. 

-A major accomplishment of Philadelphia's Health Care for the 
Homeless Project has been the development and implementation 
of a Management Information System (MIS) funded by the 
Pennsylvania Department of Public Welfare to support the 
activities of the Project. 
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Fhile-telphia 

TABLE 1 

Suasaary of Project Activities 

Total Clients Ssen 1825 
Total Visits 4921 
Average Visits per Client 2.7 



Nunber of Visits, Clients, snd New Clients by Month 

Nunber of Nunber of Number of 
Visits Clients New Clients 
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Phoenix Health Care for Che Homeless 



The Phoenix Health Care for Che Homeless Project has assisted in 
efforts to deal with the homeless issue by providing community 
oriented primary health care services to the Homeless population 
in the City of Phoenix. Assistance has been given in the development 
of a continuous, comprehensive, accessible, and coordinated health 
services system for the Homeless population. There are three primary 
providers involved, Maricopa County Department of Health Services 
(MCDHS) (provides medical services); Advocates for the Disabled 
(provides disability evaluation services)) and Phoenix South 
Community Mental Health Center (providea outreach services). 
The Health Care for the Homeless Clinic and other services for the 
homeless operate out of a Homeless Shelter complex. This was 
designed to facilitate meeting the basic needs of shelter, health 
care, counseling and other support services. 

The Maricopa County Department of Health Services (MCDHS) , Division 
of Ambulatory Care, has included the homeless clinic in the overall 
Ambulatory Care operational planning process. This move has resulted 
in the development cf goals and objectives specifically for the 
Health Care for the Homeless Clinic. 

Advocates for the Disabled assisted 180 homeless individuals in 
obtaining services to meet basic needs, documenting claims for 
disability entitlements, and resettling successful claimants in the 
community. Of 78 cases closed, 57 percent had successful outcomes) 
primarily, approval for Social Security Disability Insurance 
Benefits, Supplemental Security Income, or concurrent benefits. 
Five clients reentered the work force. The balance of the closures 
represent clients who did not complete the claims process and whose 
cases were closed for loss of contact, death, movement from the 
area, or withdrawal of the claim. 

With the purchase of two vehicles, the Outreach Team has become mobile 
greatly improving the ability of the team to contact homeless in 
outlying areas of the county. Weekly, the Outreach Team is scheduled 
to visit enclaves in the community (i.e., river bottom, desert areas) 
where many homeless temporarily reside. 
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Phoenix 

TABLE 1 



Summary of Project Activities 

Total Clients Seen 3250 
Total Visits 9853 
Average Visits per Client 3.0 



Number of Visits, Clients, and New Clients by Month 

Number of Nunber of Number of 
Visits Clients New Clients 
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San Antonio Health Care for the Homeless Program 



The principal objectives of the project are to provide health 
care services for the homeless at two shelter sites and to build 
a medical and social service network in the local community that 
can help move homeless people out of their state of being homeless. 
The ultimate objective of the plan it* to place the homeless in 
jobs and homes, allowing them to be independent from the services 
being offered by the shelters and by the Health Care for the 
Homeless Psogram (HCH). 

A four person HCH team has been placed in both the Salvation Army 
Shelter and the SAMM Shelter. Each team includes a Family 
Nurse Practitioner, a Medical Assistant, a Social Worker with a 
master's level accreditation, and a Team Coordinator/Secretary. 

The secondary level of medical care is provided by the Bexar County 
Hospital System if the client is a resident of the county and by 
contractual agreements with two Urban Health Initiative Clinics 
with close proximity to the two shelters if the client is not 
a resident «of the county. Bexar County MHMR provides help in 
addressing the needs of the mentally ill and the Metropolitan 
Health District assists in detection and control of communicable 
diseases, primarily tuberculosis, and venereal diseases. Emergency 
Medical Services (EMS) takes emergency cases, on a rotating basis, 
to the county hospital, one of three private hospitals in the 
downtown area, or Brooke Army Medical Center. The San Antonio 
State Chest Hospital helps with severe cases of tuberculosis. 

The social service case management system and network includes 
all agencies and organizations in the community involved with 
employment, substance abuse, entitlements, housing, clothing, and 
additional counseling as required. Most of these agencies and 
organizations, whether public or private, are members of the San 
Antonio Health Care for the Homeless Coalition. 
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TABLE 1 

Summary of Project Activities 



San Antonio 



Total Clients Seen 
Total Visits 

Average Visits per Client 
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Number of Visits, Clients, and New Clients by Month 
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San Francisco Health Care for the Homeless Program 



The Program provides direct health care and social services to 
residents of four shelters and three hotels for homeless people, 
as well as visitors to a center for homeless and runaway youth. 
The services to homeless adults in the shelters and hotels are 
provided by two mobile teams consisting of a nurse practitioner, 
medical social worker and mental health worker, with physician 
and psychiatrist back-up. The services to homeless youth are 
provided at the Larkin Street \outh Center medical clinic, 
which is staffed by a physician and a nurse practitioner who 
specialize in adolescent medicine. 

The Program has already established an administrative base within 
the Department of Public Health. The Project Director and Medical 
Director of the Program are respectively the Director and Medical 
Director of the Medically Indigent Adult (MIA) Program which 
oversees the Department's services to indigent residents. 
Administration of the subcontract for the mental health component 
of the Program has been integrated into a broader network of 
mental health services for the homeless recently developed by 
the Department's Mental Health Division. The Program's social 
work staff receive support and supervision through the Medical 
Social Services Department of San Francisco General Hospital. 
San Francisco General Hospital and the Mental Health Division 
have agreed to provide laboratory, x-ray and pharmacy services 
to people referred from the Program. 

The Department's AIDS Activity Office provided funding for a program 
developed in conjunction with the Mayor' 3 Homeless Task Force, the 
Department of Social Services and Program star f to house and 
support people with AIDS or ARC who have concurrent substance 
abuse or serious mental health problems. 

The University of San Francisco School of Nursing, which has had 
student nurses in the shelters for four years, has integrated 
its student training into the Program. The San Francisco State 
University Graduate School of Social Work has had graduate social 
work students serving their interns 1 ips with the program since its 
inception. Medical students from the University of California, 
San Francisco and Stanford University have worked as volunteers 
with the Program. 
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San Francisco 

TABLE 1 



Summary 0 f Project Activities 

Total Clients Seen 1655 
Total Visits 2940 
Average Visits per Client 1.8 



Number of Visits, Clients, and New Clients by Month 

Number of Number of Number of 
Visits Clients New Clients 
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Seattle Project of the Health Care for the Homeless Program 

In Seattle three geographically-based teams provide health 
and social services. 

- The North Team consists of a nurse practitioner, mental 
health counselor, and social worker who provide services to 
women and children, and at one site single men, housed in 
northend shelters. Services include onsite casefinding, 
triage and medical treatment, in addition to referral and 
follow-up for other needed services. 

- The South Team staff includes a community health nurse and 
mental health counselor who provide health care assessments 
and case management services to homeless families who reside 
in the Seattle Emergency Housing sites. Referrals are made 
to the neighborhood clinics located in the same housing 
projects as the Seattle Emergency Housing sites. 

- The Downtown Team is staffed to serve the large and varied 
downtown homeless population. Community health nurses, 
mental health workers, an alcoholism counselor, and nurse 
practitioner work with homeless men, women and youth in 
various downtown shelters programs. Services vary slightly 
according to the specific site within which they are 
organized, but include on-site health screening, triage, 
referral and follow-up. At some sites primary health care 
is provided as well as counseling and crisis intervention. 

- The Minority Access Team addresses the special needs of the 
minority homeless populations of Seattle. 

Services are offered at 14 shelter sites. 

Some of the accomplishments of the service teams follow: 

- Project staff has been able to establish standing appoint- 
ments for first-time psychiatric evaluations in conjunction 
with Pioneer Square Clinic. The former six-week *> iting 
time is now down to one week. 

- Three clini^ outstations have been established at downtown 
shelters housing women and children Lutheran Compass 
Center, YWCA and the new Broadview Emergency Shelter. 

- The 45th Street Clinic, lead health agency of the North 
Team, has assembled a strong multi-racial, bilingual team 
with the ability to servt a wide range of clients. 



The He-ilthCare lot the Homeleu Program is a national program ut The Robert a'v»>J Johnson Foundation arvj The Pe» Memonal 
Truu v,. >rvn*oreJ h the United Stare* Conference ot Mayor* »nJ aJminmertJ b> St Vincent » Hoipital 
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Seattle 

TABLE 1 



Suanary of Project Activities 

Total Clients Seen 4318 
Total Visits 12783 
Average Visits per Client 3.0 



Number of Visits, Clients, and New Clients by Month 

Number of Number of Number of 
Visits Clier.ts New Clients 



MAR 1985 


1 


1 


1 


APR 1985 


6 


c 


5 


MAY 1985 


i:e 


99 


96 


JUN 1985 


286 


H4 


166 


JUL 1985 


396 


220 


164 


AUG 1985 


637 


370 


293 


S F 5» 1985 


820 


442 


304 


OCT 1985 


1039 


519 


314 


NOV 1985 


614 


377 


213 


DEC 1985 


857 


441 


231 


JAN 1986 


913 


537 


316 


FEB 1986 


933 


533 


317 


MAR 1986 


1059 


SV 


348 


APR 1986 


1190 


65l 


342 


MAY 1986 


1126 


642 


312 


JUN 1986 


957 


;66 


317 


JUL 1986 


1053 


602 


325 


AUG 1986 


7C7 


447 


235 


SEP 1986 


1 


1 


0 



Missing or bad dates 62 
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Washington, D.C. Health Care for the Homeless Project 



Four he?lth stations have been located in shelters. They a-e at 
Pierce , for men; House of Ruth , for women; Coir munity for Creative 
Non-Violence (CCNV), men & women; and Central" Union Mission . 
The Central Union Mission <CUM) site serves the male resident 
population but has the capacity to serve women referred from any 
of the women's day programs. 

The core of; the health delivery system is the Project staff. Key 
jo the success of the project are Columbia Road physicians who 
provide the two teams with leadership, supervision and support. 
Each team is headed by a nurse practitioner or a physician's 

ssistant who coordinates service with the clinical social worker 
and the medical/clerical assistant. The team is rounded out 
by the staff assistant who function.', as a van driver and patient 
advocate. 

Soon after the first two health stations were in opeiation, a 
problem developed in scheduling HCHP patients for full physicals 
at the comrr l 'nity based clinics. The private community based clinics 
must serv ,neir own patient load and often that did not provide 
sufficient slots for HCHP referred patients. A backlog began 
to occur which frustrated the teams efforts. 

With the completion of a respite care shelter, it became desirable 
to open a fifth health station at the site of Christ House. A 
physician performs full physicals during a half day clinic duty 
there. 

The project has referred patients needing consults to physicians 
who are part of two voluntary health networks. Patients are usually 
seen at the doctors office and are transported by HCHP. This has 
been invaluable for many of DCGH medical clinics have lengthy 
(months) waiting lists. 

Two psychiatric residents from St. Elizabeths Hospital provide 
psychiatric support to the mobile health teams. Iheir presence 
has been invaluable in stabilizing patients and preparing them 
to link with the community mental health system. 

The project has received funding from Department of Human Services 
to implement an entitlement assistance component. Three staff work 
Vith patients referred from the mobile teams to properly develop 
benefit applications. Special emphasis is made to obtain disability 
due to health problems. Psychiatric disability is also obtained 
or reinstated depending upon the patient's situation. 

The Commission of Public Health is developing plans to fund a project 
that will take health care to the streets, parks and bridges. A 
HCHP staffed van will foliow the evening food distribution trucks 
and attempt to provide minor treatment and screenings. Follow-up 
lor full pnysicals and all the other services HCHP patients 
receive will be availabe to outreach Datients. 
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TABLE 1 

Summary of Project Activities 

Total Clients Seen 1279 
Total Visits 6374 
Average visits per Client 5,0 
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Washington 



Number of Visits, Clients, and New Clients by Month 

Number of Number of Number of 





Visits 


Clients 


New 


MAR 1985 


27 


13 


13 


APR 1985 


81 


31 


22 


MAY 1985 


260 


96 


83 


JUN 1985 


335 


113 


68 


JUL 1985 


348 


133 


76 


AUG 1985 


419 


174 


98 


SEP 1985 


305 


139 


67 


OCT 1985 


450 


173 


110 


NOV 1985 


371 


141 


55 


DEC 1985 


372 


161 


80 


JAN 1986 


571 


2iy 


123 


FEB 1986 


483 


199 


70 


MAR 1986 


498 


212 


91 


APR 1986 


502 


202 


71 


MAY 1986 


380 


17Q 


61 


JUN 1986 


356 


186 


78 


JUL 1986 


251 


115 


45 


AUG 1986 


24 7 


125 


43 


SEP 1986 


50 


39 


10 


Missing or bad dates 
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Health Issues in the Care 
of the Homeless 

Philip W. Brickner 



For every hour and every moment thousands of men leave life on 
this earth, and their souls appear before God. And how many of 
them depart in solitude, unknown, sad, dejected, that no one 
mourns for them or even knows whether they have lived or not. 1 

The medical disorders of the homeless are all the ills to which flesh is heir, 
magnified by disordered living conditions, exposure to extremes of heat 
and cold, lack of protection from rain and snow, bizarre sleeping accom- 
modations, and overcrowding in shelters. These factors are exacerbat- 
ed by stress, psychiatric disorders, au 1 <>ociopathic behavior patterns. 

A caveat: shelter and food are the prime needs of homeless peo- 
ple; health matters, important as they are, generally follow next. 

Why are we concerned about the health of homeless people? A 
straightforward desire to help others in trouble is part oi the answer; 
a wish to make our society as humane as we can. Public health issues 
arise as well; for example, the persistence of pulmonary tuberculo > 
in this group means a pool of infection that can spread outward. 

The information base about health problems of the homeless is 
rudimentary. During our attempts to learn about earlier work in the 
field, we have discovered a virtual library of sociological texts 5,6 based 

3 
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4 Introduction 

upon the romance of skid row. Studies of derelicts have produced many 
a Ph.D. thesis. In all this work, however, there is rarely a comment 
about health or disease. The same vacuum exists in the 957 pages of 
the 1982 Congressional Hearing on Homelessness in America. 7 



DEFINING THE HOMELESS 

The number of homeless people in our country is not known. 8 - 9 With- 
out doubt, from the time our species has existed, individuals handi- 
capped by physical or emotional disorders, addiction, societal prejudice 
and/or aberrant behavior have tended to slide to the bottom of the social 
scale. Since cities have existed, such people have congregated in the 
least expensive, most deteriorated areas, where conduct and appear- 
ance that would not be tolerated elsewhere are accepted. These peo- 
ple are unlikely to be recorded in any census. They are not domiciled, 
tend to avoid answering questions, and are often afraid, suspicious, 
or angry. 

The present surge of interest in the homeless is laudable by any 
measure, but the size of the problem may not in fact be news. In New 
York City, recent estimates are that the homeless may number as many 
as 36,000. 10-12 This figure, although of uncertain validity, 13 compares 
interestingly with the 1964 survey data prepared by George Nash of 
Columbia University: 5 Manhattan had at least 30,000 homeless men 
not on the Bowery; a Bowery count added 7,611 more. 

The concern about homeless persons is worldwide, as studies from 
Sweden, 14 Canada, 15 and England 16 indicate. A case in point is the 
Soviet Union, where "winos" are commonplace— dotting the pave- 
ments, stag^mng through crowds, accosting passersby. 17 

Random distribution of any large population will leave a propor- 
tion at the lowest end. Is the figure in the United States 1 percent? If 
so, there are about 2.4 million homeless. Is it 0.5 percent? Then the 
homeless number about 1.2 million. Federal government estimates 
that there are about a quarter of a million homeless persons in the 
country 18 are probably an understatement. 

Our definition ot the homeless in this discussion includes: 

• skid row people; 

• patients discharged from mental hospitals; 

• the new homeless, purportedly without shelter because they are 
economic casualties; 

• homeless youth; 

• homeless women. 



ERLC 



74 



71 



Health Issues in the Care of the Homeless 5 

We must add those who are living isolated lives in rooming houses 
and single-room-occupancy (SRO) hotels. In those inner city areas 
where the phenomenon of gentrif ication is taking place, SRO residents 
are at risk of homelessness. Furthermore, the similarities of personal 
conduct and illness between truly homeless individuals and those in 
marginal housing are striking. 19 



SKID ROW 

Skid row has come to mean the sections of a city where the down-and- 
out cluster. 20 The term derives from Skid Road in Seattle, where log- 
ging teams pulled their loads to a mill. 21 "This street became the locus 
for cheap bars, cheap entertainment and cheap lodgings." 12 Skid row, 
or skid road, as a term, has assumed highly attractive metaphorical 
qualities. It stands for a downhill course of life that is out of control. 

Bogue estimated in 1963 22 that at least fifty cities in America had 
identifiable skid rows. This figure is probably acceptable today, 23 - 24 al- 
though skid row itself has changed over the years. As Hopper and Bax- 
ter point out: 

... the new skid row has as its most obvious feature the distinc- 
tion that it is no longer confined to well-demarcated "tenderloin" 
areas of large cities. In most places, the homeless have ceased to 
observe the old strict geographical bounds. In New York City, the 
streets and subways, doorways and alleyways, public parks and 
transportation depots are home for thousands of our citizens each 
night. 10 

Rough estimates suggest that about one-fifth of homeless people 
are skid row persons, 5 largely men who have sunk to the bottom of 
the social scale: chronic alcoholics, derelicts, chronic psychotics. Gen- 
eralizations of this sort are, of course, highly simplistic and suspect; 
demographics shift, neighborhoods change, 6 definitions are inac- 
curate, and overlapping occurs. 



PATIENTS DISCHARGED FROM 
MENTAL HOSPITALS 

Schizophrenia and other major psychiatric disorders are significantly 
overrepresented among the homeless. 1525 - 30 Where do these people 
come from? 
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By the mid -twentieth century, mental hospitals had become recog- 
nized as institutions inherently custodial in nature. Attempts to cure 
patients of psychiatric disease were ineffective, and costs of care were 
high. These hospitals, and the government policies that sustained 
them, were perceived increasingly as mechanisms for social control 
without due process. A consensus grew in favor of a new, nonhospital 
mode of treatment that would require a spirit of humaneness, public 
favor, and financial feasibility. The harsh, custodial spirit was to be 
changed into one of kindness and warmth. 31 

In about 1955, 30 the community psychiatry movement, in associa- 
tion with public advocates and civil libertarians, initiated a process that 
led to the discharge into the community of patients from state mental 
hospitals. State governments, perceiving the potential for cost decreases, 
were willing partners in this effort. The numbers of state psychiatric 
hospital patients in the United States, at a peak of 558,992 in 1955, 32 
had fallen to 248,518 by 1973, 33 had reached a figure of about 146,000 
in 1979, 34 and is thought to be at a level of 132,000 in 1984. 35 Com- 
munity care was presumed preferable to incarceration. Through this 
process the accepted public policy goals 31 for the mentally ill were to 
be retained: 

• protection of dependent people as a humanitarian act; 
9 social control of deviant individuals; 

• seeking cure of disease at an acceptable dollar cost. 

The design for services, as alternatives to state hospitals, was to include 
care in community mental health centers, outpatient departments, 
family care homes, halfway houses, psychiatric beds in community hos- 
pitals for crises, after-care provided by psychiartc social workers and 
community-oriented psychiatrists, and sheltered workshops. 

The discovery of new medications was a potent element in this de- 
sign. Psychotropic drugs such as chlorpromazine (Thorazine) were felt 
to offer the ideal of therapy: humane treatment instead of custody, social 
control, and low cost. These drugs "promoted psychiatrists to physi- 
cians in the eyes of some of their colleagues, and the insane to the status 
of patients in the eyes of many members of the public." 36 

It is evident to any observer of the passing scene that this attrac- 
tive theoretical plan has failed to a significant degree. Numerous, al- 
though uncounted, psychotic people are suffering on the streets and 
in shelters without adequate mental health services. A careful analysis 
in a major New York City shelter for the homeless 29 revealed that one- 
third of the residents present for two months or more had a prior his- 
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tory of state hospitalization. Others were psychiatrically ill, but without 
a record. The process of state hospital discharge, which started more 
than twenty years ago, continues. (See Table 1.1.) 

Restrictive admission policies deny many chronic psychotic patients 
the opportunity to return to state institutions on those unfortunate oc- 
casions when placement appears to be the best option. The road back 
to the mental hospital is nearly closed. 31 

Why has t^e community psychiatry movement failed these peo- 
ple? Segal and Aviram, in an admirable summary, 31 point out that a 
major reason is community opposition to placement. Fear of the men- 
tally ill, sense of threat about behavior and conduct, and anxiety about 
loss of local property values *re present. Exclusionary laws to inhibit 
sheltered community housing have been created. Informal mechanisms 
are developed for stalling, including "impossible" fire permit regula- 
tions. As a result, former mental patients, unwelcome and impover- 
ished, drift into skid row and ghetto areas, the streets and shelters. 

States have issued regulations to deal with the consequences of 
deinstitutionalization. However, funds have not been made available 
to fulfill these regulations, and motivation may be lacking as well. The 
results are present for all to see. 

Irony abounds. Manhattan State Hospital on Ward's Island in New 
York City discharged many of its chronic patients to the streets during 



Table 1.1. New York City Shelter 
Survey— Most Recent Year of Dis- 
charge from Psychiatric Institution 



Year(s) 


Number 


Percentage 


1981 


13 


283 


1980 


9 


19 6 


1979 


6 


13 0 


1978 


1 


2 2 


1977 


3 


65 


1972-1976 


9 


19 5 


1961-1971 


5 


10 9 


Totals 


46 


100.0 



(From Crystal S. Chronic and situational 
dependency long term residents in a shel- 
ter for men New York: NYC Human Re- 
sources Administration, May 1982, p 23 
Repnnted with permission.) 
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the past twenty years. It became an underutilized facility with empty 
buildings. At the same time, the government of New York City lacked 
shelter space for the growing number of homeless persons. Logic pre- 
vailed, and the state leased the empty space to the city for a nominal 
sum. Now this city shelter, previously part of the state mental hospital 
system, houses in substantial number the same people who were pre- 
viously wards of the State. 37 



THE NEW HOMELESS 

The recent prolonged recession left unemployed many people who pre- 
viously held borderline jobs. A residuum is on the streets and makes 
up a significant although uncertain number of the homeless. 3038 An 
aggravating factor is the chronic problem of high unemp^yment among 
black youths and other minority-group members. 13 

Estimates of numbers are weak and their application questionable 
on a national basis. The most dependable is a thorough analysis car- 
ried out at the Keener Shelter in New York City by the Human Re- 
sources Administration. Thirty-eight ptix:ent of the men who had been 
at the shelter for two or more months cited joblessness as their reason. 

It is important to note that being "unproductive" members of socie- 
ty is a new status for a large proportion of the homeless. Many men 
and women speak of past employment as clerks, dishwashers, fac- 
tory workers, domestics, and various other unskilled occupa- 
tions . . , 37 

Alienation from family was a significant element as well, indicated 
as a factor by 28 percent in the Keener study. (See Table 1.2.) 



HOMELESS YOUTH 

Children and adolescents on the street are often ignored when consid- 
ering the problem of homelessness. They should be included; and while 
their health status is probably better than that of older homeless men 
and wom^n, they are subject to trauma, venereal disease, and psychi- 
atric illness. According to a congressional study released in 1982, there 
were between 250,000 and 500,000 homeless youths in the United 
States. 7 Analyses from Boston, Albany, Binghamton, and Buffalo pro- 
vide support for this rough figure. 39 40 Many of these young people are 
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Tabic 1.2. Reason for Admission to Keener 



Reason 


Number 


Percentage 


Lost job 


48 


381 


Can't stay with family or friend 


36 


28 6 


Wai.t 10 get off the street 


29 


230 


Eviction 


23 


18 3 


Drinking 


11 


8.7 


Hospital discharge 


4 


3.2 


Mugged 


4 


3.2 


Other 


45 


35 9 



Multiple responses were tabulated so percentages total more 
than 100 



(Adapted from Crystal S Chronic and situational dependency, 
long term residents in a shelter for men New York- NYC 
Human Resources Administration, May 1982, p. 9. Cited with 
permission.) 



alienated from their families. A considerable proportion were discharged 
from foster care by superannuation, with no skills and no place to 
live. 41 



HOMELESS WOMEN 

"Bag lady" is an epithet of recent vintage. Until perhaps the mid 1970s, 
comments on or studies of the homeless population were concerned 
with men only. We note now a considerable but uncertain number of 
women in shelters or other locations. Best estimates are that women 
make up 20 percent or more of the total." 2 "™ Explanations for this 
development include the deinstitutionalization process; the fact that 
older women compete poorly in the job market; the reality that they 
earned salaries lower than men when employed and therefore had less 
opportunity to establish financial security; the loss of inexpensive hous- 
ing to urban renewd; singleness or alienation from family; and flight 
from an abusive spouse. 

Homeless women suffer the ills of their male counterparts, as well 
as conditions specific to the female sex. They are more likely to develop 
peripheral vascular disease and its consequences because of a sex-borne 
tendency to varicose veins and venous insufficiency. Bag ladies on the 
street with massively swollen legs wrapped in rags are ell-known 



79 



76 



10 Introduction 

sight. They are more easily victimized and subject to assault There ap- 
pears to be a high index of severe emotional disorders in these women. 
This finding may be factitious, however, because the homeless lifestyle 
in itself produces emotional reactions that are bizarre. 

To be hungry, cold, deprived of sleep, and socially isolated for even 
a short period can be mentally and physically wearing. The symp- 
toms cf those with mental disabilities are easily exacerbated on the 
streets. . . . For those who were spared mental illness before they 
became homeless, the daily stresses of a marginal survival can be 
highly disorienting . . , 37 



SINGLE-ROOM-OCCUPANCY (SRO) 
RESIDENTS 

Conversion of rental housing to condominiums and cooperatives, 
known as gentrification, 38 has become a compelling financial attraction 
to real estate interests. 43 As gentrification moves forward, people liv- 
ing in SROs or other inexpensive housing on marginal incomes are the 
first to be displaced. The street is often the next stop, and then, for 
some, the shelter system. A 1982 study of new shelter residents in New 
York City revealed that 61 of 617 men interviewed had spent the pre- 
vious night in a sirgle-room-occupancy hotel. 33 This phenomenon of 
displacement has been taking place for more than a decade in New York 
City. 



THE STORY OF THE GREENWICH HOTEL: 
A PARADIGM OF GENTRIFICATION 

The Greenwich Hotel, as it was called in the late 1960s and early 1970s, 
occupied an eight-story structure in the midst of the entertainment area 
of Manhattan's Greenwich Village. The surrounding district is occupied 
largely by middle-class families. It was constructed in 1893 for poor, 
single, working men. 44 (See Figure 1.1.) Theodore Dreiser is said to 
have lived in the building, then known as the Mills Hotel No. 1, while 
he was writing Sister Carrie. 

In the 1930s the occupants were aged victims of the depression. 
(See Figure 1.2.) 

By the late 1960s it had become a giant SRO, or "welfare hotel." 
The eight floors of the building had been converted into 1400 cubicles, 
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Figure 1.1. The Hotel Interior, 1897 (From Brickner, PW, Kaufman, A. Case 
finding of heart disease in homeless men. Bulletin of the New York Academy 
of Medicine, Second Series, Vol. 49, No. 6, p. 476. Copyright © 1973 by the 
New York Academy of Medicine. Reprinted with permission ) 



measuring five by seven feet. Homeless, destitute men were referred 
to the hotel by the then Department of Social Services of New York City 
for placement. At the maximum, 1200 people were in residence. 

The men fell into three general categories: chronic alcoholics, heroin 
addicts, and the elderly. About 20 percent of the hotel population were 
aged men living a marginal existence on social security payments, 
periodic employment at menial jobs, or welfare. Aoout 35 percent of 
the men were chronic alcoholics, usually unemployed and living on 
welfare. The rest, almost half, were heroin addicts, a number of 
transvestite homosexuals among them, recently released from prison 
and referred to the hotel by the social service authorities. These men 
depended on welfare payments as their only legitimate source of in- 
come and preyed upon the elderly i nd alcoholics for money to sup- 
port their addiction. 



ERIC 



81 



78 




Figure 1.2. The Hotel Ulterior, 1933 (From Brickner, PW, Kaufman, A. Case 
finding of heart disease in homeless men. Bulletin of the New York Academy 
of Medicine, Second Series, Vol. 49, No. 6, p. 477. Copyright © 1973 by the 
New York Academy of Medicine. Reprinted with permission.) 

The hotel management attempted to keep these groups separated 
by floors and room assignments, but access to all floors was easy. Con- 
sequently the younger, more aggressive men freely abused the others. 
At night the hotel became a jungle in which the aged and disabled bar- 
ricaded themselves in their rooms or were subject to assault. 

Most of the men spent their idle hours loitering in front of the 
building, hustling for change or drugs in the neighborhood, or wander- 
ing in the local park. (See Figure 1.3.) 

The reaction of community people to the hotel and to the men 
themselves was predictable. Local merchants felt that the hotel resi- 
dents created a negative effect on their trade. Burglaries, muggings, 
and purse snatchings in the area were generally attributed to these 
men. After a pedestrian was killed by a table thrown nff the roof, pres- 
sure was placed upon the mayor's office and the Department of Social 
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Services to stop supporting welfare clients at the hotel, a policy which 
took effect in May 1971. All residents whose rent was paid by the city 
were given the addresses of other welfare hotels. The i >en left; the 
political agitation abated. The problem was solved by moving it else- 
where. In later years, as other such buildings closed, many of these peo- 
ple were forced into the streets. 

The building ownership was taken over by a real estate en^epre- 
neur, and after reconstruction was reopened in the mid-1970s as a con- 
dominium called the Atrium. (See Figure 1.4.) 




Figu.* 1A The Hotel, Street Scene, 1971 (From Brickner, PW, Kaufman, A. 
Case finding of heart disease in homeless men. Bulletin of the New York 
Academy of Medicine, Second Series, Vol. 49, No. 6, p. 479. Copyright © 1973 
by the New York Academy of Medicine. Reprinted with permission of the copy- 
right holder ?nd photographer.) 
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Figure 1.4. The Atrium, Photograph of the Conversion, 1983 (Reprinted with 
permission of the photographer, Maria Lagudis Lechich.) 



INDICES OF DISEASE 

Health care for the homeless must eal with the effects of trauma, both 
major and petty; infestation with scabies and lice, and the skin infec- 
tions that ensue; peripheral vascular disease, cellulitis, and leg ulcers 
that stem from the dependent positions in which these men and wom- 
en keep their legs day after day; dcohol and drug abuse; plus all the 
standard medical illnesses, including cardiac disease, diabetes mellitus, 
hypertension, acute and chronic pulmonary disease, and tuberculosis. 
These matters are reviewed in succeeding chapters. Earlier experi- 
ence 2 ' 3 ' 4546 shows that medical problems of SRO residents are similar. 
(See Table 1.3.) 

Clinics were conducted at four SROs in New York City from 1969 
through 1972. Seven hundred and forty-three men were seen in a total 
of 2624 visits. The most common health problems were related to al- 
cohol abuse. Trauma, leg ulcers, cellulitis, and respiratory infection 
were frequent complaints. Eighty -five men had a history of overt psy- 
chosis, and many had been patients in state psychiatric hospitals. Two 
patients committed suicide in the SROs during this period, and one 
was murdered. 
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CHALLENGES 

Since then, whenever in the course of my life I have come across, 
in convents for instance, truly saintly embodiments of practical 
charity, they have generally had the cheerful, practical, brusque 
and unemotioned air of a busy surgeon, the sort of face in which 
one can discern no commiseration, no tenderness at the sight of 
suffering humanity, no fear of hurting it, the impassive, unsym- 
pathetic, sublime face of true goodness. 47 

What is the measure of success for people who work in shelters for the 
homeless? Often, small improvements in the lives of patients are tri- 
umphs. Failure is common, and for health workers the ability to sustain 
a sense of satisfaction and purpose is a test of character. Homeless in- 
dividuals are often alienated, confused, frightened. Their behavior, by 
orthodox standards, is frequently self-defeating. For some, disability 
appears preferable to good health. 

Patient A.B., a 65-year-old mart, was induced to come foi tredimem 
of a massive leg ulcer due to venous stasis, trauma and neglect. 



Table 1.3. Incidence of Medical Diagnosis in 
Four New York City SROs: 1969-1972 



Diagnosis Number 



Acute or chronic alcoholism 160 

Drug use, intravenous or subcutaneous 102 

Psychosis 85 

Trauma 80 

Assaults 32 

Accidents 38 

Burns 10 

Respiratory infections 76 

Active pulmonary tuberculosis 11 

Cardiovascular disease 54 

Leg ulcers, cellulitis 41 

Acute gastrointestinal disease 22 

Seizure disorders 21 

Jaundice or ascites 20 

Insect infestation 20 

Venereal disease 6 

Gonorrhea 4 

Pnmary syphilis 2 

Osteomyelitis 2 
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The patient had visited the emergency rooms and outpatient de- 
partments of local hospitals but had always refused hospital ad- 
mission and did not keep clinic appointments. The ulcer involved 
the entire anterior and lateral surface of the left leg below the knee. 
Exuberant granulation tissue made the circumference three times 
that of the right leg. When the patient was first seen, purulent, foul- 
smelling draining was marked, despite any benefits rendered by 
the maggots found in the lesion. 

Treatment lasted for ten months and consisted of warm anti- 
septic soaks up to five times per week, sterile dressings, and oral 
antibiotics. Although the patient was persuaded to visit the clinic 
daily, he often rehired and antibiotics. Improvement was 
slow. 

When reepithelialization was almost complete and drainage 
minimal, the patient refused to return to the clinic. When observed 
casually by physicians and nurses, the patient would not discuss 
his leg, which was seen to be reinfected; the newly formed skin 
had been destroyed, and gross purulent drainage was present. 

When last observed, the patient was semicomatose on the floor. 
The leg was gangrenous. He was removed to the hospital. 45 

In order to fulfill acceptable standards of humane care for home- 
less people, health services need to be developed. Creation and train- 
ing of health care teams in shelters serving the homeless is the first 
essential step in meeting our obligation. Maturity, self-confidence, and 
life experience are important assets for staff members. 

Voluntary agencies, private philanthropies, and government at all 
levels must accept the appropriate degree of financial responsibility. 
Hospitals; workers in the fields of medicine, nursing, and social work; 
and community agencies must plan together to achieve practical results. 
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, Mr - Waxm an- Our last panel consists of advocates for the home- 
less Tipper Gore and Janet Waxman are the co-chairs of Families 

BlJ£i S 0I ?fw ' ^ are J? er Z behalf of the National 

Mental Health Association, the National Alliance for the Mentally 
111, and the Mental Health Law Project. They will be accompanied 
by John Ambrose and Joseph Manes. 

Maria Foscarinis is Washington Counsel for the National Coali- 
tion for the Homeless. She has been of great assistance to the sub- 
committee in developing this hearing. 

I want to welcome all of you to the hearing today. We are look- 
ing forward to hearing your testimony. It is a pleasure to have 
with us Janet Waxman, my wife, and Tipper Gore, the wife of Sen- 
ator Al Gore, but we are not going to treat you any differently 
than any other witnesses. Why don r t we start off with Mrs. Gore 

STATEMENTS OF TIPPER GORE; AND JANET WAXMAN, ACCOMPA- 
NIED BY JOSEPH MANES. ON BEHALF OF NATIONAL MENTAL 
HEALTH ASSOCIATION, NATIONAL ALLIANCE FOR THE MEN- 
TALLY ILL, AND THE MENTAL HEALTH LAW PROJECT AND 
MARIA FOSCARINIS, WASHINGTON COUNCIL, NATIONAL COALI- 
TION FOR THE HOMELESS 

Mrs Gore. Thank you very much, Mr. Chairman. It is my pleas- 
ure to be here today. My name is Tipper Gore. Janet Waxman and 
1 are pleased to have this opportunity to appear before this com- 
mittee on behalf of the National Mental Health Association, the 
Mental Law Project, and the National Allianc • for the Mentally 111 
W'tn us are representatives of these groups who are available to 
provide detailed information at your request. 

Janet will discuss recommendations concerning the federal-state 
So^o-t'Vt^P^ 111 my te8tim °ny. I will discuss provisions of 
H.K. 51J7, Health Care for the Homeless Act. At this time, I would 
like to submit for the record our written statement, which de- 
scribes in detail our recommendations. 

Homelessness, Mr. Chairman, is a complex problem which de- 
mands the commitment and involvement of ail Americans Each of 
us is capable of doing something to help. In recognition of this, 
Janet and I have been working with other family members of 
Members of Congress, the administration, and those who work in 
the media to raise public awareness about homeless people and 
their needs. 

This past May over 70 of these family members announced the 
formation of a unique nonpartisan partnership called Families for 
the Homeless. We are currently working on ways to educate the 
public and public officials about the growing needs of the homeless 
population. 

We realize that the realities of today's homeles , people have out- 
stripped the stereo-typical image that people have, and that the 
fastest growing part of the homeless population are children and 
women and children, and if we continue at this rate, we are going 
to see a generation of children that are raised beyond poverty 

Wc thought that one of the greatest ways to blast away some of 
the stereotypes and perceptions was through a photographic exhib- 
it and that is what we organized last May. It was held in the Ro- 
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tunda of the Russell Senate Office Building. We feel that that was 
a successful way to reach people, through powerful images. We had 
five photographers representing five different regions of the coun- 
try display their works with the support and help of the National 
Mental Health Association. 

I appear before you today as a member of the Board of Directors 
of the National Mental Health Association, and with Janet, as a 
member of the Association's Task Force on the Homeless Persons 
Survival Act. Homelessness is the shame of America, and while we 
try to get a grip on statistics, we must pay attention to the people 
that we saw heic earlier today with their very real needs and their 
shattered dreams, and offer them the help that should be Ameri- 
ca's honor. 

Literally hundreds of thousands of children, families, women, 
veterans, young men just going out in life, and others, are living in 
the streets and cars and alleyways, in conditions that are appalling 
and not fit for fellow Americans. As we have heard this morning 
from the other witnesses, these individuals are found in all regions 
of the country, in both urban and rural settings. 

While there may be some disagreement over the size of the 
homeless population, there is agreement from all sectors that ho- 
melessness is increasing at truly shocking rates. U.S. Conference of 
Mayors, for example, estimates the homeless population increases 
annually by 25 percent. Therefore, it is essential to plan and fund 
now in order to respond to what is truly a national crisis. 

Another area of agreement is that the response of cities, counties 
and volunteer organizations, while noble, is inadequate. Not even 
sufficient emergency shelter is being provided, to say nothing about 
health, mental health and long term housing and employment 
needs. 

For example, the Housing and Urban Development survey esti- 
mates that there are 111,000 available shelter beds nationwide. 
HUD also estimates that there is a minimal homeless population of 
250,000 people. Of course, I think we all realize that the real 
number is much, much larger, and son*e estimates are in the mil- 
lions. 

A comprehensive approach is necessary in designing solutions to 
the problem. It is complex. People do not choose the situation. They 
are not there because they are some romantic hobos, as has been 
mentioned in the past. This is especially true for the most vulnera- 
ble part of the homeless population, those who suffer some mental 
illness, some mental disorders. These persons need a range of spe- 
cial services, including mental health intervention where they are, 
but perhaps most of all, they do require the means and the help to 
have a decent life and to have some shelter from the storm. 

The Reagan administration has formally withdrawn from this 
issue, ascertaining there is no federal role. Mr. Chairman, Congress 
cannot and must not similarly abdicate its responsibility to these 
people. Clearly the task of meeting the needs of homeless persons, 
in designing the strategies for homelessness is beyond the resources 
of private groups, and bigger than the resources of state and local 
governments— at least what they are willing to commit at this 
point. Only the Federal Government has the capacity to mount a 
national effort to reduce the debilitating effects of homelessness 
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and to address the root causes of the problem. How else, Mr Chair- 
man, can the concerted consciences of a nation express itself except 
through the logical vehicle of federal action? P 

r»!S£*$£!S d n *u thi ? action , 8killful wel1 Panned, and well 
funded? When there is no one else to care for the most vulnerable 
human beings in our society, the Federal Government must act as 
?i£ a i • B . co L n8Cien J ce - Otherwise, we have no conscience 
While it is beyond this committee's ability to deal with all the 
issues it is important to state that federal policies need to be 
adapted in order to insure that mentally ill individuals who are 
fc. - leless, have appropriate access to housing at a price they can 
aLord, to residential services, if needed, to maintain them in such 
housing, disability income through supplemental security income 
or social security disability, insurance programs, food and access to 
rood stamps. 

As their situation improves, as some surely will, in order to 
enable them to function at their highest potential, they may also 
require vocational rehabilitation services, and other assistance in 
gaining employment and a vocation. 

■fvA 8 , 1 *^ 1186 of th ^ diverae needs that Congressman Leland, 
with Mr. Waxman and more than 30 co-sponsors in the House and 
benator Gore, have introduced the Comprehensive Homeless 'per- 
sons Survival Act H.R. 5137, which authorizes federal funds for 
health and mental health services for homeless individuals, is part 
of this comprehensive bill. It is the first piece of national legisla- 
tion to take a comprehensive approach to the problem of homeless- 
ness, and to specifically address the needs of chronically mentally 
ill persons And I understand that there is from 25 to 50 percent of 
the homeless population that can be considered to suffer from 
mental disorders. It does this by amending existing laws in order to 
strengthen the so-called social safety net. 

tives 6 bil1 approache8 the P r °bl em from three different perspec- 
tive, to alleviate the suffering of those who are homeless, it pro- 
vides emergency relief. 

Two, to stem the continuing growth of homelessness it proposes a 
number of preventive measures which are very important 

And three, to insure that shelters do not become permanent 
living arrangements, it proposes a long term approach by restoring 
desperately needed federal low cost housing for those who cannot 
afford a decent home. What good is progress and material wealth 
on one level if the process displaces families and individual with no 
thought to where they go? In human terms, the cost of such a (Treat 
society is too high. 5 

H.R 5137 is one of the seven bills in the House that comprise the 
Homeless Persons Survival Act. The bill addresses the mental 
health and health needs of persons who are homeless by authoriz- 
ing $140 million for a program of grants to public and private 
agencies to furnish health and mental health services. This would 
make funds available for the most basic and necessary types of 
services, and emphasizes the need for those services to be accessi- 
ble, as we have heard the homeless individuals who suffer a mental 
disorder. 
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Unfortunately, the need is so great that this $140 million author- 
ized is probably insufficient and we urge that as the legislation is 
considered the funding for this particular item be increased. 
We also suggest a few modifications in this legislation: 
One, that references to mental health care should clearly state 
that such services are to be provided on an outpatient basis. The 
bill uses the term "outpatient" to describe the health services cov- 
ered, but does not include the ^me qualifier for mental health 
services. 

Two, that programs funded under this legislation should be au- 
thorized to provide advocacy services for mentally ill individuals 
who are homeless, perhaps in cooperation with the state protection 
and advocacy programs for mentally ill persons. 

Three. Many of the services authorized, particularly the outreach 
services, can be most effectively provided by consumer run pro- 
grams that provide self-help services. 

In addition to these changes to H.R. 5137, we would also strongly 
urge changes to medicaid, which Mrs. Waxman will describe. 

When the Homeless Persons Survival Act is introduced next 
year, re-introduced, it should contain these improvements. Also, 
Mr. Chairman, the budget resolution needs to include an allocation 
addressing the needs of homeless persons. 

In conclusion, in a few short days winter will once again official- 
ly arrive. Also hundreds of thousands of Americans will have to 
struggle just for survival, because there is not yet a comprehensive 
federal strategy on homelessness. Let's not let the cold and federal 
inaction claim more lives. We urge this committee to act quickly to 
enact these recommendations when the 100th Congress reconvenes 
in January. 

Thank you very much, Mr. Chairman. 

Mr. Waxman. Thank you very much. 

Janet. 

STATEMENT OF JANET WAXMAN 

Mrs. Waxman. Good morning. I am particularly pleased to have 
the opportunity to appear before such recognized leaders in nation- 
al health care for the poor. 

My particular concern is for the homeless centers around Los 
Angeles, where some 50,000 men, women and children live on the 
streets. 50,000, the largest concentration of homeless in the coun- 
try—making Los Angeles the so-called homeless capital of America. 
Los Angeles not only has the largest number of people living on 
the streets; given that number; understandably, it also has the 
largest number of people dying on the streets— dying of exposure. 

Perhaps 25 to 50 percent of those 50,000 are chronically mentally 
ill, and it is this particular population that I want to discuss today 
because there are almost no programs for seriously mentally ill, 
particularly for those people who have been out on the streets for a 
long time. Fortunately there are some successful programs, and 
these can be duplicated. 

One such program that uses private funds is the Downtown 
Women's Center on Skid Row in Los Angeles, there, success is pro- 
viding a full service drop-in center meal, and attractive, new, low- 
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coet housing. Its fodder, Jill Halverson, believes that most of the 
women there will need to live their lives out at the center. At an- 
other center, Fountain House in New York, which uses private, 
state and local government money, the emphasis is on rehabilita- 
tion, and success is having clients get full or part time jobs and 
providing support services and low cost housing 

So there is no shortage of successful, model programs. What we 
lack is a shortage of funds to duplicate them, with charities and 
state and local governments saying they can't do it alone. 

The National Mental Health Association, the National Mental 
Health Law Project, and the National Alliance for the Mentally ill 
have developed proposals for federal action based on such existing 
successful programs. I commend these proposals for your consider- 
ation: 

First, we need more outreach programs, such as Project Out- 
reach in New York, where concerned people reach out to people 
where they live, on the streets— first establishing trust, and then, 
and only then, offering mental health services and rehabilitation. 

We need more of this "first establish trust and then offer serv- 
ices" approach in shelters and soup kitchens. 

We need more drop-in day care programs where people can get 
food, companionship, mental health services, rehabilitation and vo- 
cational services— where people can learn things like how to keep 
an appointment and how to get along with others. 

Finally, we need more troup homes where people can learn these 
skills and also can learn domestic skills to be able to live more in- 
dependently. 

A number of these recommendations could be implemented with 
relatively small expansion in the medicaid program. I hope as you 
consider revisions in the Leland-Waxman Health Care for the 
Homeless Bill, you will give consideration to these proposals. 

Thank you very much. 

[Testimony resumes on p. 105.] 

[The prepared statement of Janet Waxman and Tipper Gore and 
attachment follow:] 
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JAHET VAXMAN and TIPPER GORE 



Hr. Chairman, and members of the Committee, we are pleased to oe nere toaay to 
present testimony on the needs of those with mental Illness who are homeless. 
Our statement Is presented on behalf of the National Mental Health association 
(NMHA), the Mental Health Law Project ard the National Alliance for the 
Mentally 111 ( RAMI ) . These organizations act as advocates on behalf of 
Individuals with mental Illnesses. 

It has been our pleasure to work with these and other national organizations as 
we together with colleagues whose spouses also are In Congress or the 
Administration or working in the media— have joined together, in a non- 
partisan way, to develop a campaign to increase public awareness about 
homelessness and the needs of persons who are homeJess. 

Today ve are pleased to bring to this Committee some of the concerns and 
recommendations of these three national organizations about the mental health 
and health needs of persons who are homeless. Tipper Gore is a member of the 
KMHA Board of Directors, and we both are members of the NMHA Task Force on the 
Homeless Persons' Survival Act. 

Homelessness in America is no longer limited to white male, chronio alcoholics 
and "bag people," but now also affects as diverse a population as can be found 
in our country: families with children, the elderly, recently undemployed, 
mentally and physically disabled, and members from a range of minority groups. 
These individuals can be found in all regions of the country, in both urban and 
rural areas. 

Host current efforts on behalf of homeless people are short term and emergency 
oriented -- band-aids on bits and pieces of the total problem. There is very 
little in the way of a comprehensive effort being undertaken. What is needed 
is a national strategy. 

While the federal government has done practically nothing, homelessness is 
growing at a rate not seen since the Great Depression. Estimates from the best 
informed relief agencies number homeless people anywhere from the hundreds of 
thousands to the Billions. While there oay be disagreement on tbe number of 
Americans wbo are homeless, there is agreement among such diverse groups as the 
U.S. Conference of Mayors, the General Accounting Office, the FEMA National 
Charities Board, the National Coalition for the Homeless, and others that the 
number of persons becoming homeless is increasing. (1) The 1985 survey by the 
U.S. Conference of Mayors, for example, found that the homeless population 
increases annually by about 25 percent. 

The causes of homelessness are complex and diverse, and many factors combine to 
force an individual or a family into homelessness. Once nomeless, the problems 
facing these people as they try to bring their lives back together are 
enormous, and for those witb mental illness, such a task is overwhelming. 

According to statistics from the National Institute of Mental Health, botween 
thirty and fifty percent of homeless persons bave a serious mental illness — 
schizophrenia, organio brain syndrome, major affeotlve disorders, and severe 
dysfunctional personality disorders. This population, unlike those who are 
transiently traumatized by being homeless, risk serious long-tfcrm disability 
and sometimes fatal consequences on the streets. 
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All individuals who are homeless, including thoae with mental illness, suffer a 
range of health problems. Constant exposure to the environment, inadequate 

«sSilt 0Il nK P !; t lSi !! 1 ^ ng ' 3l ! ePlng ? Prlght ' '^"•r.billty to criminal 
tssualt, life in the shelters and soup kitchens: all these are aspects of a 
life of hopelessness with direct and strongly deleterious effects on physical 
health. Many of the ensuing heath problems are, or can be, life-threatening 
i. untreated, and many are indeed untreated. There is probably n0 re untreated 
disease among homeless persons than among any other identifiable group to the 
American population. (2) ^ cne 

Caparisons between a sample of homeless people and the National Ambulatory 
Medical Care Survey (NAMC) confirm that homeless persons are at mu'A higher 
risk from many diseases, particularly those linked to alcohol use and those 
resulting from environmental exposure, (j) For example: 

(bv 1 rr? ft an «r d i S0r ? er3 . 0f a * t " nltle ' considerably more prevalent 
.5 ?«£ J fourteen) among homeless pecple than among the NAMC sample, 

and likewise neurological disorders (by a factor of six), chronic lung 
desease (aso by a factor of six^ liver and related diseases (by a^ctor 
of five), and nutritional disorders, acute upper respiratory ailments, 
teeth and mouth diseases, unref erred symptoms and conditions (ail bv a 
factor of approximately four). (U) 

e Homeless persons test for active tuberculosis at 100-200 times th- rate 
for the genera population, (5) and five hundred 0 f every ion.000 homeless 
acoholics test positively for tuberculosis each yc*r.(6) 

e The Manhattan Bowery Project evauated 200 patients and found that 22 
percent of the men were afflicted witn dermatologica, diseases, among which 
skin ulcers, lacerations, and contusions predominated A 1973 study 
reported 41 out of the W patients, or 10 percent 0 f the studv population 
to have leg ulcers or cellulitis." (7) ° ' 

Persons who are homeless and seriously mentaiy ui are amnng the most 
vulnerable and disenfranchised clients in our health and welfare systems 
While they share characteristics and needs of the homeless population 
generaiy, their menta illness demands specia approaches to end their 
homelessness. 

Contributing to the inadequacy of community care are major problems relating to 
iTi tt**' «\ J""" 1 *" 6 * legislation, eligibility determination factors 

which exclude mentaiy m people from benefits which they need poor planning 
of services and lack of coordination of services ana program accessibility. 

According to the National institute a" Me ita Health, certan functional 
characteristics - extreme vulnerability to stress, difficulty with tasks of 
daily living, odd behaviors, episodes 0 f "acting out," and problems negotiating 
bureaucratic systems - tend to make mentaiy m persons susceptible to 
becoming homeless and less responsive to traditional treatment strategics The 
stigma accompaning menta illness often pla.a these indiuiduas in precarious 
economic circumstances and exclude them from true integration into the 
community. The cyclic and Tronic nature of the illness nay, for example 
interfere with th» person's capability to work. Without eai red income, many 
must depend on .he fragtente^ patchwork of fsdera, state, and loca government 
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social programs, let mentally ill individuals often experience difficulty 
gaining access to and establishing eligibility ever, within these well- 
intentioned programs. 

The severe shortage of affordable residential options, as well as an 
insufficient number and range of supervised and supported residential beds, 
prevents the suooesaful integration of many ohroniwllv mentally ill persons 
into the oommunity. They are also at a disadvantage in the ti&ily competitive 
low-cost housing market. Furthermore, elderly and physically disabled persons 
frequently are preferred tenants for public housing for the handicapped. 

Neither the services nor the support system — t*e so-called "social safety 
net" — intended for America's neediest population groups are specifically 
designed to meet the needs of chronically mentally ill individuals. 
The mental health system also is not always appropriately responsive to the 
needs of individuals with severe mental illness, especially those with other 
problems, such as substance abuse, mental retardation, or those who are 
particularly treatment reslstent. 

Some homeless mentally ill persons shun traditional treatment settings because 
of their prior institutionalization in state horpitals, unsatisfying 
experiences with mental health programs, or Just the unwillingness to 
acknowledge that thsv have a aerioua problem. Realistically, they may also 
fear that if their mental illness is detected, they will be commit Ud 
involuntarily. 

Others have rejected traditional servioes because they feel that they will not 
reoeive the help they need, more, however, welcome treatment. One stud**, for 
example, showed that in Philadelphia more than 8HS of homeless individuals 
voluntarily complied when offered psychotropic medication. (3) 

More oommonly, however, seriously mentally ill homeless persons are denied 
access to mental health care. The assumption that mental healtn services will 
automatically be rejeoted often fuels the inertia zT bureauoracies that are not 
eager to extrnd appropriate care. 

Mental health personnel who provide care for this population must be sensitive 
to the unique characteristics of homeless persons and must be flexible, 
nonthreatening, and accessible. Experience has shown that services initially 
offered on the street, from it a mobile outreach van, c« in a shelter or soup 
kitoben are much acre successful in reaching those on the street then services 
provided in traditional offioe settings Far too often, we unsuccessfully 
attempt to make our patient j conform to our service system rather than modify 
our system. 

Despite this bleak pioture, there are effective programs furnishing services .o 
homeless mentally ill persons, and having success. One example is a pioneering 
community support- rehabilitation program for persons who are Uomeless and those 
with a mental illness sponsored by Boston University and Sc. Francis House. (9) 
As a first step in establishing rapport and trust, this program attempts to 
provide basic supports, counseling, case management, and on-site medical 
services. Next, they involve clients in a more active psychosocial 
rehabilitation program. Although the program is new, its developers report 
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• drop-in day programs, which serve a similar outreach purpose for 
those individuals willing to participate, where food, companionship, 
health services and mental health screening can be provided; 

• mental health screening and initial treatment provided in shelters 
and other programs sarving homeless individuals; 

• access to mental health treatment services in the coma unity - 
including diagnostic evaluation, prescription of medications, emergency 
and crisis intervention services, oase managemer , day psychosocial 
rehabilitation services and residential servioes, 

• assistance in accessing other benefits to which they may be entitled. 

Unfortunately, most homeless individuals have very little access to any of the 
above servioes. 

At a rne#nt meeting of community foundation officers, community service 
provioeTs and mental health professionals on the role of private community 
foundations in serving the needs of homeless persona with mental finesses, a 
concerned Senate Ide asked the group, "What is your experience with fede.al 
resources? Are these funds available?" Tne unanimous answer was an emphatic 
Z £ ic£ard Surles, Administrator of the Mental Health/Mental ^.rdation 
program in Philadelphia told the group .hat the Social Services Block Grant, 
one possible source of funding for this population, has been out •iwjW. 
•and right now that is pitting tne mentally ill against children." Local 
service providersVeported they had limited, if any, success in ™ing 
federal dollars. Dr. Surles also Pointed out tnat, "strategies don't meet the 
standard fee-f or-servioe, success-rate orientation of most programs, in 
Pe^lvalnH, we are dealing with regulations that haven't changed in years, 
and they don't apply to this population," (10) 

HR 5137 addresses these issues by authorizing $110 million frr a f 
arants to public or private nonprofit agencies to furnish health and mental 
health servioes. The program would make funds available for many of the most 
necessary types of services, and emphasises the need for such servioes to be 
accessible to homeless individuals. Unfortunately, the need * a ao ^«£, it is 
doubtful that the $140 million authorized for these P^ aM « il ^ f ^ M 
near sufficient, and wo urge ttut as the legislation is Jta 
be increased significantly, rfe ,ould also suggest a few modifications to this 
legislation, as follows: 

• references to mental health care should clearly state that such 
services are to be provided on an outpatient basis (the bill uses the 
term "outpatient" to describe the hmaltii services covered, but does not 
include the same qualifier for 'vental health services); 

• programs funded under this legislation should be authorized to 
provide advocacy services for mentally ill individuals who are 
homeless, ^rfca?- in cooperation with the state Protection and Advocacy 
Program for Mentally 111 Persons, and 
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The effect of this HCFA policy haa f of course, been to isolate mentally ill 
boneless persons even further from the help they need. «»*ally ill 

ror general health care, such as outpatient hospital services ,n, ( . ~Z.TH 
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We therefore recommend the following changes to Medicaid. 

1. The Medicaid olinic option should be amended to specifically cover 
Sr^ifr n? f fUrniSh8d t0 individuals outside of 

or ^aL'aM. 7 ' *? d """J d " lgn8d t0 l00at9 •"•«". inform 
them of available service.- and initiative diagnosis and treataent. 

LJ? 9 * 01 , 1 !^ 0 ° Pt ^ 0n Sb0Uld further anonaed t0 the cost of 

S^-SEl h*T£? 10 drOP ~ ln dw Pr08r " S for lM « 1 " s individuals 
tfftrmT intervention as well as other services can be 
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3 The Sooial Security Act should be amended to give states the option 
to cover psychiatric rehabilitation services, recommended by a 
ohvsician including: psychosocial rehabilitation services, such as 
frafnfnTin Personal anTccmmunity living skills (medication use meal 
preparation, budgeting, housekeeping, use of transportation, etc J, 
^ntal health services to assist the dividual in employment social 
rehabilitation, re-motivation, health improvement, and activities to 
retain and maintain aupportive living in a community setting. 

4 The Act should be further amended to give states the option to 
cover residential services, other than room and board, for seriously 
mentally ill individuals who require supported living arrangements. 

In conclusion, Mr. Chairman and Mr. Leland, we are asking for action. Action 
by the federal government, and action now. 

We reoognixe that the Administration does not plan to act, and we urge that 
SngresfSerefore take the initiative We support a range of £^*M<* 
changes to aid homeless persons, as envisioned in the Go ^- Lela * ^J 1 *". . 
p°T. surrival Act. we urge this Committee to act on the health and mental 
£22 PorTion of that legislation introduced in the 99th Congress as HR 51 37 
and also that you act to make the changes to Medicaid which we have cited 
today. 

in many parts of the country, severe winter has begun. Let us act before the 
next snjw falls. 
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The Fountain House Model of Psychiatric Rehabilitation 
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Editor' i Note: "The Fountam Home modef' a e phrase 
that is often hewed end setr* m the literature, at confer- 
ence* and urmmart, and not about anywhere rehabilita- 
tion practstsoners are gathered. As concepts become pop- 
ular they take on different meansnp to different people. 
The editors of the Psychosocial Rehabilitation Journal 
thought it important for our readers to know the latest 
up-to-date mformatton about the Fountain House modei 
at soon through the eyas of Fountain Home. 

The Fountain House model is a social invention in com- 
munity rehabilitation of the severely disabled psychiatric 
patient. Fountain House itself is an intentional commu- 
nity designed to create a restorative environment within 
which individuals who have been socially and vocation- 
ally disabled by mental illness can be helped to achieve 
or regain the confidence and skills necessary to lead 
vocationally productive and socially satisfying lives. 

Fountain House conveys four profoundly important mes- 
sages to every individual who chooses to become 
involved in its program: 

1. Fountain House is a dub and, as in all dubs, it 
belongs to those who participate in it and who make it 
come alive. As with all dubs, participants in the pro- 
grams st Fountain House are called, and are, mesabtrs. 
The membership concept is considered a fundamental 
dement of the Fountain House mood. Membership* as 
opposed to paoent status or chent status, is regarded as 
a far more enabling desi gn anon, one that creases a sense 
of the participant's belonging, and especially of belong- 
ing to a vital and significant society to which one can 
make an important contribution and in which one can 
work together with fellow members m all of the activi- 
ties that make up the dubhouse program. 

2. All members are made to fed, on a daily basis, that 
their p esence is exp ect ed , that someone actually anna- 
pases their coming to the program each morning and 
that that coating makes a difference to someone, indeed 
to everyone, in the program. At the door each morning 
every member is greeted by staff and members of the 
house, and in all ways each member u made to fed wel- 
come in coming to the dubhouse. 

3. All program elements are constructed m such a way 
as to ensure that each member feds wanted as a contn- 
butor to the program. Each protram is i mrntion a l ry set 



up so that it will not work without the cooperation of 
the members; indeed, the entire program would collapse 
if members did not contribute. Every function of the pro- 
gram is shared by the members working side by side 
with staff, staff never ask members to carry out func- 
oona which they do not also perform themselves. 

To create a climate in which each participant feels 
wanted by the program is the third intentional element 
in the Fountain House modd. b is to be seen in stark 
and radical contrast to the atmosphere created in more 
traditional day programs, t ?ecially the attitude, almost 
universal in such programs, that persons coming to par- 
ticipate are doing so not because rKry are wanted by the 
program but because they are in need of the services pro- 
vided to them by the program. 
4. Following from the conscious design of the program 
to make each member fed wanted as a contributor is the 
intention to make every member fed needed in the pro- 
gram. All clerical functions, ail food purchases and food 
service, all tours, all maintenance, and every other ongo- 
ing function of the dubhouse program are ca rsed out 
jointly by the staff and members working together. 
Fountain House thus meets the profoundly human desire 
to be needed, to be felt as an important member of a 
meaningful group, and at the same time conveys to each 
member the sense that each is concerned with all. 
Mutual support, mutually caring tor the well-being, the 
success, and the celeb raoon of eve ty member is at die 
heart of the Fountain House concept and underlies 
everything that is done to ensure that every member feels 
needed in the program. 

These four messages, then, of membership, of being 
ex peered, being wanted, and being needed consatute the 
heart and center of the Fountain House model 

Additionally the modd is informed with four fundamen- 
tal and closely related bdtefs: 

1. A belief in the potential ptoducnvity of the most 
severely disabled psychiatric client. 

2. A belief that work, especially tfc opportunity to 
aspire to and achieve gainful employment, ts a deeply 
generative and ramegraave force in the hie of every 
human being; that work, therefore, must be a central 
ingredient of the Fountain House modd; that work must 
nnderfae, pervade, and inform all of the acrmnes that 
make up the Iifehlood of the dubhouse. 
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At Fountain House, as to other dubhousc settings, mem- 
ben new rJam~ dairy peracspaoon m the prevocaoonal 
cky program at • "natural process" that is essential to 
the growth and vrdMwng of aO widividuak They are 
members of a dob and voluntarily provide their hdp and 
•meaner . They do not regard themsehres as undergoing 
■ formal rehabJttation process, in which so methin g u 
bemg done to than. The goal is to establish • foundation 
of better work habta, enriched social skills, and • more 
hdpful view of the future. Many discover that although 
they are w rd as dssablcd, there are many ways they 
can anil be c o tn t in ui Jt, helpful, and needed. 

In time, this newly discovered self- awareness can be 
translated into a more rewarding, nondbaabling way of 
life, free of financial dependency and perpetual patient- 
hood. 

h brief, the prevocaoonal day program provides a drm- 
■fied range of dubhouse aenvmes that dearly need to be 
performed and that, if reasonably wdl done over a 
period of ome, wifl not only be personally rewarding to 
individual members but m a moat fundamental sense will 
give mem the self confidence and awareness that they 
can successfully handle a job of their own or an entry- 
level mb in the business community These opportunities 
are guaranteed to all Fountain House members through 
the tranasAmal employment program. 

Trmumoml Emp l oy m en t Program (TUP) 
Successful p ar ocsp ao on m the prevocaoonal day pro- 
gram encourages many members to look forward to 
independent emplo ym ent m the community. However, 
because they have often expeneoced considerable voca- 
oonal Mure, they lack confidence and necessary mb ref- 
erences and are typically unable to secure t i i spl oy m em 
on their own. The Fbuntaan House tranatoonal employ- 
msrtt program makes it poanble for members to work at 
jobs that other members have held before them and oVt 
industry has made available specifically to Fountain 
House to fsohtate the work adjustment of the vocsoon- 
afly tHsahlfrl 

The mayor a s ajecaenrj of the trsmaoonal employment 
ptu giam are as follows: 

1. Al mb placements for the s e v erel y disabled mentally 
iO are located in normal places of busmess, ranging from 
large national corporations to small local firms employ- 
sag only a few indmduala. 

2. Al mb piaum en ts are essentially tmry-levei employ- 
mem, reomrmg samtmsi framing or job walk, 

3. The prevaiang wage rase a paid by aD employer s for 
each job possrion, ranging from the minimum wage to 
cceMadcrabiy above inmisnum wage. 

4. Almost all foot arc worked on a half-time beau so 
that one full-time mb can serve two members. A few 
TEP pUKzsnessH, however, arc available on a fufl-ame 
bask 

5 Most fob postoons are p erformed mdmdaafly by a 
member m the presence of other workers or em pl oyee* . 
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Some job responsibilities, however, are shared by a 
group of sue, eight, or even ten individuals from a com- 
munity-based rehabilitation facility In that case m em b e rs 
relate primarily to one another on the job. 
6. All placements, both individual and group, are tem- 
porary or " transition*]" m design, providing employ- 
ment for as btrJe as three months to as long ss tune 
months or s year. 

7 TEP provides a guaranteed opp or t u nity for disabled 
members to maintain temporary, entry-level employment 
through a series of TEP placements or to use such 
employment as a unk or step to eventual roll- time, inde- 
pendent employ Bent. 

8 Job placements are maintained only if the individual 
member meets the work requirements of the employer. 
No adjiamnent or lowering of work standards « made 
by employers. 

9 Job failures on a TEP placement arc viewed as a legit- 
imate and essentia] experience for most vocationally dis- 
abled members in their effort to eventually adueve a suc- 
cessful work adiustrnem. Fountain House believes that 
the opportunity to mil on a mb is a part of the total 
leammg experience of working and that, although the 
sting cannot be totally eliminated from a member's expe- 
rience of failure, it need not be the cataatrophe <t would 
be if it were perca.td by the staff as a major defeat. In 
guaranteeing the member the tight to fail, the rranat- 
oonal employment program at the same tune guarantees 
the employer s worker. In sett** up a TEP with employ- 
ers Fountain House agrees that if a member does not 
come to work, another member or a staff person will be 
selected to do the mb. No matter what an individual 
member's vicissitudes may be, employers can count on 
the mb assigned to Fountain House bemg done every 
day. 

10. In the work e x periences of normal or nondiaabled 
individuals, failure or withdrawal from entry-level 
employment often occurs, and TEP employers emphasise 
that mb turnover rates are not typically greater for the 
vocationally disabled mentally dl on TEP placements 
than for the normal or noncbsabled employee. 

1 1. New TEP placements m the business community are 
always first performed by a staff worker for a few hours, 
longer if necessary, so mat an accurate a s s es sm en t can be 
made of the reqwrements that must be met if the mb is 
to be handled successfully by individual members. Staff 
initiating new TEP placements are also able to evaluate 
the work environment and its compatibility with the 
needs of the vocationally disabled mdmduaL 

12. Through direct familiarity with the work environ- 
ment, staff have wnmecHsrr access to a work site when- 
ever vocational difficulties occur that require prompt 
evamarjon and assessment of s member's performance. 
13 AB TEP plarrmiTm •n^ntrA m Fountain Hnmt 
by the employer and the selection process to fill TEP 
placements rests with Fountain House and the tndroduaJ 
members it verves. 

14. No subsidy is provided to the employer wish respect 
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paid by rtasanfeyertoi 



15. The i 



r on a TCP that typ*cafly prevented members from bring normal 



*'^ > h '»^ MWWWa «Wfewi<rfworfc adjuat- 

i^jra? *■ ****** <* *• to. 

1*™*°** ' ""l" "rr 1 uhmmi to enrich 



- , * * * normal work environ- 

ansac, one Ant only the besmear, eoanb csaprondc, 
^«^i.t»^mh^bio^oo«^ 
wnWi pant work srjmtinsw, perfonriance in aVcfatred 
■ J » ™ "Mi > or personal ia umm and psychological 

17Jn bW TO it a not sssamsd that a asmmer'ipnor 

*r^* k" o f bg nabiaty to sacccaafafly mw the 
J ^^ u iwwa o/ entry 4evd ensplm bm m pre. 

pctnisam dshvery system of a rrsiiimnnii ln M j 



II. TEF ptaaemencs remove or aicunmnt Darners that 
«rp*auypma^ 

atnc paotntt wfl «*k tad aecarc mrrkfd aaphy- 

a. Aran^tfra^cjeat^ 

vent the member from harms the opportunity to 
ste am cntr y-levd employment 

b. No ataearion is given to the duration of a member' i 
■oapjmloarion, which may rmtpjeritry be as long ss 
20 or 30 yean or more. 

c The number of paydrumnc hospttalizaaofu is irrele- 
net to a emnkWi oppoRanity to assume a TEP 



d. The abaence of a work history, the presence of so 
r ■mmil) poor w ork adjantment, or lack << or my 
poor, yob reamers does aot prevent or ser-e as a 
barrier toTBFworkopportuamea, 

e. An mdrrioW i ssabimy to pass a job interview » not 
viewed as a relevant to working on a "TO placement. 

aa dobboam niembers. h is not a requirement, there- 
fare, for the Ambled number to have wmacw moo- 
cation to seek employment sadepersdendy. In the TCP 
k is bettered that the ability of • meiaber » perform 
a TCF placement productively n not necessarily corre- 
lated so the uahvidoaTi motmtxm to seek employ^ 



nppnrrannaa to experience the real world of work and 
todcrelopcsysbilkiettop 




V ^l*****? fmana °* «« "Q"^ wofk comma- 
^JP?** ****** » the needs uf the more 
in^d a»blta mental 

!S2E M s!L52^^^^P ,MI, ^ W * li * ortt coeiiiiisssisty 
tadmr than mtemsonaffly ■mtalatmg the real world of 
wot*, yet dasriy separate sad apart, m m the case of the 



The presenc e of anararaeed part-time, entry-levd work 
opyot iuuaies wtrhin oV rehabilitative environment 
aaryhassses to the members that mentai iDness is not 
JwwedMAe sole or even primary explanation for rocs 
noons Ommsoty. It is, rather, a personal expenef *>oe 



7W Etmmg W Wmkmd Prop** 

A prwaary diffcculry for the more severely disabled per* 

aoctauy wstn ethers m the community. Discharged nrv- 
<Wjc patients tywcslly find Jew oppornmmesfor tic- 
oeaalBl socml m te r sttt ion, remsining lonely end tsoWd 
m the commarary. Thai bolanon is one of the crucial 
yanahlaniiderryiim 

psrsenrsm nmintam their adjtatment m the community 
and a often resuhs m their return to the hospital. 

The cvenmfc weekend, and hohday •ooal-recreaoooaj 
programi offered by Fountain House are designed to 
meet tt ^ mcmbcfI ' ***** t°* compsaionahtp and soaali- 
uockl Fountam House members can experience bong 
!I? ^Z. 0 ^*? 1008 *** m w Pwtwns, pbotogra- 
W> cfaea la nd other table games, dramatics, chorus sing. 
"* i^rr* mt nchind ^ned program. In addition 
memberi have the opportunity to be paroapants m out- 
side volunteer-led acovioes such as bowung, movies, 
tours, theater, and sporeng events. 

It is important to note that the social* recreational pro- 
grams of Fountain House are all conducted m the eve* 
mng» on wodcendt, sod on hobdsys, n during regular 
work hours as a often the case m other psychiamc day 
progrsrns. They sne srxcitlcsUy carried out during ere- 

mni * W ^ £nd, ****** P*" 0 ^ bectu * e *« 
tanesjvhenall other people are able to engage in social 
and rccreanonal senvrnes. Fountsm Houte consideri rt 
counte^rodnctrve to the psychiamc ptnent'i remtegra- 
008 ™ WCGm m ■* commumty to be engaged in no 
-earsonal actrvmcs durmg what would otherwise be no- 
ma! working hours. 

The evening sad weekend prrjgram enablm rneniben to 
mamtajn foog-term contact with the clubhouse after they 
rave beenme ruby employe^ 

tatsce to their adjustment to the community. Such contact 
enables the member to continue to benefit from the may- 
pomve rdatkmshipi developed at Foomam House, as 
well as from specaic services such ss the educational and 
employment programs. Members must know that there 
uamtstsncc and ettcourmgemem available to them in 
their efforts to obtain a better job or to pursue their edu- 
cational saptrarsons. 
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iMliwkdpfcltOC 

i ant, such as when a job is lost or there it a 
e of mwaet Through the evening program, staff 
at await of sock problems and are 
f to aaaat one sscmber who it tn ckBkuky. Thai might 
Mk bdpeng snmeoue to fee to a dmsc for a change m 
thrarw, or to become htMpttaitttd, or to return to 
fall-time paitkipaoop m the Fountain Hoyae day pro- 

k baa been found thac ihe mfotmanry and opconcas of 
the evemng and weekend program alao caaet re-entry 

awe I 1m ii mi rnTirnnmrnT fnr s weal ho 

baa, for one reaaon or another, stopped coming to mc 
i for a nate or who baa been rehoaptahaed 



TW 



Klany prychtacne peccnts arc 
of their own when they are dtschanjed to the commu- 
my. The* sole tapporr is often inimmal mcocne from 



s adtqoaae boaaaag. fa x past the onry alternative 
hts been residence m a tingle-room ocomency hotel, a 
woefnty aadeairabh alternative. More recently, die- 

i have been placed in other kmds of mol 



does not perceive that any of m programs should 

concaved of or presented to 
On the contrary, Founu 

hare the sasne right to sack m e tependrn ca at usur own 
pace m do U persons growug op in a measly and thac if 
tsar growing is successful they have the earns 
of acaarring independence and asparaaanett fa 
dubhooae mmfty aa does the flowing person I 
her nunuy. Just at n the famu>. where certainly 
lunst ■ placed on a w ii a Sf r shsp , no time haak is 
naembenktp m any of the programs of Foaotasa 
Mchdmg the sparonent program. 
Readeaoe m a Fountain House apernncnr carnm with it 
oocamumg actrrc involvement m the cmbhouee program 
aa kmg as such p ar tkapanon mciumam the adjosemcnt of 
the member. Fountain House does not provide apart- 
mcntsto individuals who are ui need of housing but who 
arc not at the tame tune seeking mcmberahip m the mD 
Fountain Houte program. 



and halfway homes. 

to an effect to provide has aa a mu i m siai. more normal- 
aed housing ah eiuaiim . Fomatam House some yeari 
ago began so lease moutady priced spartments and to 
make them available to two or duee uaun b ers Uvmg 
together, k wm fck that not o©Jy could Fountain House 
provide amen more attreenve apartments, furnishing 
them wBh coocrmuBone to the thrift shop, but that 
members kvmg together could provide support, comfort, 
and 1 ■ ■■ Jag fat each other. All aoanmcnu have 
kitchen facmtmi so that ssernbers may cook their own 
meals. Members pay their fair share of the rent and imb- 
ues. 

Akhougk the leases are imtia&y held by Fountain House 
aaeff, a is entirety posamh far a nietaber or members to 
take on the leaae once they nave become stable and 
qnpJoved m tmt comma s aty. Apartments arc located m 

mom m aaVmmooua nf Mrrr Ynrk '"ny anTt r * 

them arc located fust across the saeet or m the tmnmdV 

tte neajbburhood of the dnbhouse. 

TV samnaaaaa serve other mmoromt pmpoaea. Rcasdcm 

ammbeaomnii mwmvrhoiattiahoapstal- 

ned and who is i 1 1 \ m em^oring the kaadt of hv- 

sag arrangements Fountain House provides as well as the 

sabers, spexoncut nm ld cncj have the 
) learn or relearn needed Imng stalls. 



JUeco-ostf trogrmm 

Often a tnember stops coming to Fountam Houaeandn 
u not dear why be or she has done so. At other runes a 
member reqrares reh os psrahr noon. m both metaoct* 
Fountam Home tse!a that a reach-out effort from the 
clubhouse to the member it unpocmnt, boa to carry the 
mcasage that the member b missed by fallow members 
and staff and to ascertain whether there ts some way aa 
which the dubhouee can hdp the member. 

Both staff and members are mvolved m this critical 
reach-out effort Increaauigry it is (eh at Fountam House 
that the reach-out function ts peculiarly suited to mem- 
bers, b a ofM the incnibere who first realiaethata per- 
ton Km ssopped coming; it ts often other memb ers who 
lecogniae that a person is becoming upset again and may 
need some counseling, some change of nmdfcatjo n, or 
even a brief period of rrhospualrtanon h has alao been 
learned that members take pride m and arc eff e ct ive m 



The teach-out function m mteoded to convey important 
imunei i to members; not that dsry moat come back to 
the dubhoose, but that dsry arc cared about, that dwy 
arc missed when dsry don't come, and thet Fountam 
Home will try to supply whatever assistance they may 




Tbt Thrift Shop Frogrmn 

Many years ago Fountain Hooae began to recervc a num- 
ber of telephone cafle and wrsnen mojmnts from people 
mtsreatod m its programs, some of whom LtpremrH their 
wsUeamees to make oonaoona of goods they thought 
might be of value to Fountam Home. A number of these 
inquiries came from mdmdunfc who knew of the Fomv 
tarn House apartment program and who had mtasture 
that ther no longer needed but that was sol eerviceabte 
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«d that they hoped might help furnish an apartment for 
Fountain House members. 

"■/"P 011- * » *eae ftneroos offers Fountain House 
•"•bhtned a thrift shop with several goals in mind. First, 
^ P°^We the stle of donated foods at 

nnnxmabie pnoea both to community residents and so 
' ™ u> °* PounttM House. The income from these 
•ties con verts doraasad goods into cash douaooos to the 
^r^pwemSe^opwDooof^^ 
n*op provides opportunities for a ranety of prcvoca- 
rioaal experience I for the members: waitisounmg, daaan 
^r™* and pricing merchandise, arranging mer- 
■»■«*«*> ■ *e ttort, and meeting the public 
•W* as salespersons and as operators of the cash regie- 
Vohattsenng in the thrift shop has ben particularly 
■PPtaJaejto,ai»de«ear^ 

Oacr the yean, the thrift shop has grown both in the 
• votvane and a the ranety of the items donated and sub- 
ssquenoy offered for tale. Furniture, dothmg, pcwdry, 
asrinerdiaiibmaujrablefori^are 

H* 0 "* derived from sales now makes a sspuficant 
» *e_ totaj badger of Auntam House. The 
™*y™^^tnm*V*naa* stores and 
otner r etail oadsta, besones, and sndmduab has led to a 
|r»W|) u^ awareness of the program and in some 
sastancts has lad directr? co acme, invaluable involve- 
attnt of nwhvioaaU m Fountain House. For aJI of these 
itteceawhe riui* shop has become a significant compo- 
^oftWFouauoiHoaaemodd. 
CasAaoae* Ntvp+m 

■JJ" * feh -*at there should be a vehicle 
members of Fountain House to the acovmes 
e vrsJan it and co current news about fellow 
bsts and staff. A dubhouse newspaper was esrab- 
Jjaar from the beginning was a cooperative effort 
»eai»reri. TW newsp ap er contributes to 
T| the members^) together, it provider a variety 

* tw lt>tl *" P«waoonal day program, and 
■trvee as a vary powerful communicating tool that 
» staff and members of other clubhouses about 



far*Ma*i 




Maeahen bast the freedom to say what they wish about 

Jtehoua^about successes and faihtita, m erodes that 
^^m»mpt*tiah.Tlikh^ 
who write erodes and the members who read mem to 

» deepening sense of participant contribution 
J "^oaaAility for the dub that they and 

c^a^bihagmKhVafldhe^mnou^ 
Ch aVaoaea Waast 



health consortium, such as a coramumty mental health 
center, it is amcal that the dubhouse eacabUah as own 
•denary and a separate location in as own buikung. The 
name of ^the diibnouee thus comes to sajmfy not only it. 
identity bu also its independence as a program. The 
tutne alao can reflect the feding the program is meant to 
convey. For example. The Green Door suggests s wel- 
coming place; more traditional names of facilities are 
often not as inajesovc. 

MeuVafJon, Prychmnc Ommlutn^ mid Haefcft 
Fountain House plays an important role m helping mem- 
ben maintain themselves on prescribed inedicanon and 
in ensuring that they get required psychiatric care. Most 
oftne members medication as both necessary and 
heipfui in their adrustment and they are of summcam 
««ance m remfcrcmg thts attitude among other mem- 
bers. Staff and members become aware when other mem- 
ben seem to be suffering a relapse and often help the 
member in getting to the dime or hospital for assistance. 
Pan-time psychiatric consultation is alao available at 
Fountain House si eme r ge nci es. 

Members and staff alao help other members imlae com- 
munity beakh facilities. This is extremely important to 
members who do not have the financial and personal 
resources to secure such help independently. In dui 
miportant sense, Fountain House plsys a crucial family 
role in ^encouraging members to get the care they are 
entitled to and require. 

Evakmton and Cbtbhouu Accountability 
Fountain House believes it is imperative that a continu- 
ing effort be made to evaluate rfv effectiveness of its 
Profnm*, • belief shared by responsible community- 
b«ed aay programs for chronically mentally ill patients 
uwng in the community. Oiaractensncally, however, the 
justification for the necessity of evaluations has been the 
Steffi need to know the enVaivenesi of programs Foun- 
tain House believes that this central reason for evalua- 
tion must : include the members' c «ht and need to know 
what kinds of successes and failures each of the pro- 
irwof Fountain House is coomrniong w m the Irves 
of fellow members. 



In taking thu position Fountain House considers itself to 
be in hartncoy with the concept etneramg m tlie iiiedical 
co mmumty that the patient has the right to know his or 
her temperature, pulse, diagnosis, and, further, that the 
b^o^f knowing will m itself posinvefy contribute to the 
petient s recovery of beakh. lountaw Houae, to this 
"5 M « bwuly, is persuaded that the numbers' 
m *f™« «> «« "■pects of the Uae of the dubhouse 
wiJIIutve the same salutary effect, that ia, that n will 
coner*ute to assisting members m achieving a hath 
r .-^. ,.« wwqBWB oegree of sdf-conhaencc and prodiictrvity. 

•wSssolTTcoBt^ F«««mHou« consider, n both 

wfam.dax^si.compoBaastof.b^ that meniben tr*nweK« beco« 



Hoaae beltevea that case of the very significant 
** " is so establish 
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Vokmm V, Nsavabsr ' /T I* * 

the p eoosds m u j that are ndacd to evaluate program 
eneetrventa a. The meeor evaluation efibn currendy 
n~*^t«k^ by fountain House and other dubhouae pro- 
pi the Categories of Community Adjustment Study, 
* dserefore ao a my laifr extent bong earned on by 
memben of Fountain Home with me a— anoe and 
emdencc of mA 

m iwm Mnn urn r^^ww 

Om the put 25 yean Fountain Houee baa come a long 
way toward learning bow to crease a restorative envtron- 
mene for chronically mentally ill padenti Imng m the 
community, fosmatn Houee hm always been and * mil 
acutely coeuac=ie that a hat not fully realiacd all the 
mqmmom of the concepts that underlie na effort*. A 
word mould be aud, therefore, about one duecrwn in 
which Fountain Houee dearly aata itaetf gomg m the 
tmmediaie future. 

What Fountain Houee » nam stnajgung with is a mamr 
mcreaae m memben' nwhtamt m program delivery. It 
baa already been noted dot memben are now taking 
name reaponnfataty for the conduct of the Ceergoma of 
Commumry Adjuetaaeat Study, a mamr element m the 
overall fountain House effort to c-ahuue its program. 
Memben are alto mcrea a m g their mvol um sa t m the 
reach-out function at Fountam House. Durag the past 
two yean Fountam Houar has been endeavoring to mu- 



imne a Member Traimcg Protect funded under a grant 
from the National Institute of Mental Health. The pur- 
pose of the protect is to enrich and enlarge the degree to 
wtuch and the ways in which memben are ertcouraged 
to take increasingly active roles in crucial program deliv- 
ery. Fountain House submitted the proposal not because 
it already knew how to extend and enrich member roles 
m dubhouae programs, but because k profoundly 
bebt es it is in an ideal position to pursue this goal, with 
die assistance of memben in many clubhouse facilities 

It has indeed proved to be a challenging, difficult, and 
exerting effort. To date six roles have been identified m 
which memben clearly take, and enjoy taking, ma'or 
responsibility. The six identified roles are 

• C a t e go r ic > of Community Adjustment Study 

• reach-out 

• member education and tutoring 

• advocacy 

• con s umer literature 

• rehabilitation plans 

Over the next several rears one of the most significant 
efforts of Fountain House will be carrying through die 
member rrsuwig protect and conscientiously putting mm 
practice all that it will have learned. Thus, a bright and 
promising goal for the future of Fountain House is the 
hilly realized utilisation of memben at maximum levels 
of involvement in the delivery of dubhouae activities. 



Kioumol of «W fntwmrfiono/ Association 
of Psychosocial ftsftaai/ifofion Sarvicas and ffta Omonmnt 
of ffaftohi ft totioii CotMieJinfl, Somar* Collogo 
of Aidad Hnlih Pn>h$ttons, Boston, Uniwsity 
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Mr. Waxman. Ms. Foscarinis. 

STATEMENT OF MARIA FOSCARINIS 

Ms. Foscarinis. Thank you. I would like to thank you, first of 
all. Mr. Chairman, for holding this hearing, and especially thank 
you for hearing as the leading panel from those who have direct 
experience with the misery of being homeless and in need of health 
care. 

I would like to be brief in my oral testimony, particularly in 
light of the excellent presentations by my two colleagues on this 
panel. 

This morning's Post rep rted that on Saturday a man was found 
unconscious in an abandoned building. He was taken to a hospital 
where he then died of hypothermia. In other words, a homeless 
nun froze to death yet again. This event, noted almost in passing, 
is unfortunately not unusual. Each year unknown numbers of 
homeless persons freeze to death, die on the streets. 

Death by exposure to the elements is the most dramatic and irre- 
versible aspect of the health problems faced by homeless persons 
each day. Some of these deaths are noted, others go unmarked. Yet 
in spite of this, each year, months, days go by and no action has 
been taken by our national government to address this crisis. No 
serious national policy is now being implemented which could liter- 
ally, quite literally, save lives. 

Mr. Chairman, it should no longer be necessary to have to de- 
scribe this outrage. It should no longer be necessary to have to de- 
scribe the spectacle of Americans freezing to death on our streets 
because they have nowhere to go to get out of the cold. It should no 
longer be necessary to wonder why in this richest nation on earth 
Americans are forced to engage in a primitive struggle for their 
very survival. It is or it should be no surprise that, under these 
conditions, the primitive laws of nature take their toll on the 
health and on the lives of those who must struggle with them. 

There is an obvious need for health care for the homeless. Yet as 
today s witnesses have graphically demonstrated, the poorest of the 
pooi, the homeless, have virtually been cut out from whatever 
health care now is available to the poor. Isolated in shelters, aban- 
doned on the street, homeless persons need immediate relief. They 
need medical treatment where they are. Medical clinics in shelters, 
regularly maintained, and federally assisted must be created. Out- 
reach programs such as those described earlier must be expanded. 

Finally, as was already pointed out, we must insure tnat the 
homeless have access to existing medical programs. 

The Health Care for the Homeless Act, sponsored by yourself 
and others on this committee, Mr. Chairman, embodies these im- 
mediate emergency steps that must be taken now. Yet we must 
also look beyond these steps. Health care for the homeless is by 
definition a band-aid, by definition a temporary solution. 

Being homeless is itself the biggest health risk, both mental and 
physical, a homeless person can face. Yet, long-term solutions are 
not mysterious. If we are really serious about the health needs of 
the homeless, let's get homeless persons off the streets and out of 
the shelters. 
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The true solution to homelessness is rather simple. We need 
housing. We need adequate affordable housing. Homelessness is 
now only the tip of an iceberg that can only grow. As affordable 
housing becomes scarcer, a serious, responsible and long-term ap- 
proach to homelessness must include that component. 

In the context of health care, it means affordable housing for 
those now suffering from pneumonia and frostbite on the streets, 
and for those risking tuberculosis in the shelters. In the context of 
mental health care, it means housing with special supportive serv- 
ices. This kind of comprehensive long-term solution is not impossi- 
ble and it is not beyond our reach. As was already described, the 
Homeless Persons Survival Act introduced last summer embodies 
this kind of comprehensive long-term solution to homelessness. 

About one month ago, President Reagan remarked on national 
television that he thought that the homeless in this nation were 
being taken care of by the Federal Government. He promised to 
look into this matter to make sure that it was really so. We at the 
National Coalition were troubled by the slowness of the President's 
recognition of homelessness as a national problem. Yet we were 
also cheered by the arrival of that recognition. We immediately 
wrote to the President offering to work with him and his adminis- 
tration in devising a national solution to homelessness. This was 
about one month ago. We have yet to receive any response. 

Time and again this administration has demonstrated that it is 
unwilling to act. It is imperative for the United States Congress to 
act now. 

[The prepared statement of Ms. Foscarinis follows:] 
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Testimony 
of 

Maria Foscarinis 
Washington Counsel 
National Coalition for the Homeless 
Before the 

Subcommittee on health and the Environment 
of the 

Committee on Energy and Commerce 
United States House of Representatives 
December 15, 1986 



My name is Maria Foscarinis. I am the Washington Counsel 
to the National Coalition for the Homeless, a federation of organ- 
izations, agencies and individuals from some 40 States and Countres 
accross the country committed to the principle that decent shelter, 
affordable housing and sufficient food are fundamental rights in * 
a civilized society. 

My testimony today is addressed to the issue of health 
and mental health care for the homeless. A bill covering this 
issue was introduced in the House earlier this year by Congressmen 
Waxman and Leland, the "Health Care for the Homeless Act of 1986" 
(H.R. 5137), and was also a part of an omnibus bill entitled "Home- 
less Persons* Survival Act of 1986" (H.R, 5140), cosponsored by 
over 60 Members of the House of Representatives. H.R. 5137 would 
fund local initiatives offering on-site services to the homeless. 
Such services would include: 

(1) outpatient health care, mental health and case 
management services and a 24-hour emergency health service to the 
homeless from community-based sites; 
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(2) referrals of hon.eless individuals or families to 

hospitals; 

(3) referrals of homeless individuals diagnosed as 
having communicable diseases to appropriate local public health 
agencies for treatment; and 

(4) outreach services to inform homeless persons of 
available health care and benefits. 

The need for adequate health care for the homeless 
remans critical. Indeed, as the ranks of the homeless continue 
to explode across fie country, the health needs associated with 
sucn mass displacement threaten to assume epidemic proportions . 
Yet, in spite of this desperate and growing national need, vir- 
tually no Federal action has been taken to address it. We expect 
that legislation similar to the "Health Care for the Homeless Act 
of 1986," which bigins to address this need, will be introduced 
early in the 100th Congress. 

The severe medical consequences of homelessness are 
both obvious and extensively documented. The harsh conditions of 
life on the streets or in emergency shelters may cause or exacer- 
bate illness, converting treatable conditions into serious, even 
fatal, disease. The plight of homeless pregnant women, receiving 
no prenatal care, and the plight of homeless children who have no 
access to pediatric care when they become ill, graphically illu- 
strate the problem. Despite this obvious need, however, homeless 
persons have particular difficulty obtaining health care. Lacking 
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financial resources, they are usually also uninsured and "undesir- 
able" m the view of many health care providers. 

The most direct way to ensure health care for the home- 
less is to create community-based services appropriate to this 
population. Currently implemented on a small scale and temporary 
basis by grants from the Robert wood Johnson Foundation, this 
methoa needs Federal funding for the scope and stability necessary 
to effective operation. 

Special attention aiso needs to be given to health care 
for the mentally ill, an affliction which is exacerbated by the 
deprivation of basic human needs associated with homele~sness . 
Homeless individuals with mental health problems are often enable, 
either because of their illness or because of program barriers, 
to obtain access to badly needed emergency services and benefits. 
In addition, there is a virtual absence of adeauate mental health 
services for the homeless mentally ill. Emergency shelters gen- 
erally lack the trained mental health staff necessary to identify 
serious psychiatric disorders and to initiate effective referrals. 
Existing community mental health programs cannot provide the labor- 
intensive and skilled work that effective outreach to the homeless 
mentally Hj. requires. 

Meeting these needs and solving, or at least beginning 
tc address, these problems require aggressive outreach that has 
some vestige of continuity. Homelessness is a severe and growing 



ERIC 



113 



110 



- 4 - 

problem; neglecting it can only lead to disaster . What is des- 
perately needed are programs that can meet the special psychiatric 
and medical needs of homeless people, that provide services at 
the places where homeless people are found, and that assume the 
continuity of treatment that is now unavailable to them. 

In addition, existing programs must be revised and ex- 
panded to insure that the homeless poor do not "fall through the 
cracks." Current medical assistance programs for the poor are 
woefully inadequate, often failing to serve the poorest of the 
poor such as the homeless who most desperately need them. Indeed, 
the present inaccessibility to and inadequacies of such programs 
may lead to homelessness for those living on the margin of desti- 
tution . 

Finally, beyond the immediate emergency need for healch 
and mental health care, a serious and responsible solution must 
include housing. Without adequate housing, even appropriate health 
care will provide only a temporary respite from the illnesses 
inevitably associated with lifp on the streets or in emergency 
shelters. And without supported housing, the mentally ill home- 
less will be consigned to wander abandoned on the streets of our 
nation . 

The proposed legislation recognizes the need for ade- 
quate health care and begins to address. Because of the severity 
of the problem, it is imperative that Congress expeditiously cor- 
sider legislation that will begin to met the health care needs 
of these sadly neglected people. It is no exaggeration to say 
that in considering this legislation Congress will be weighing a 
matter of life and death. 
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Mr. Waxman. Thank you very much. Let me ask vou this ques- 
tion. Part of the reason the homeless people have so little access to 
health care services is that almost all of them are uninsured. Short 
of enacting a national health program, which the Congress is obvi- 
ously not about to do, what can the Federal Government do to help 
pay for the needed health and mental health services of this popu- 
lation? Any of you may respond. 

Ms. Foscarinis. I think we have heard this morning some very 
simple but also very effective steps that can be taken. Medical as- 
sistance in shelters, in other places where homeless people can be 
found, can be lifesaving and can provide immediate relief to home- 
less people. Those types of services obviously need some Feddal 
funding to provide that assistance. 

We need innovative outreach services such as those described by 
Ms. Sonde. Those, again, need Federal assistance. That is one way 
that the Federal Government can provide immediate emergency 
health care to the homeless. 

We need to make existing programs accessible to homeless 
people. There are some Federal programs out there that are de- 
signed to assist the poor, such as Medicaid, but yet are not being 
made available to the poorest of those poor, the homeless. We need 
to do both of those things. 

I would say beyond that though, that we do need to look at our 
national health care policy. A problem that was mentioned this 
morning was health crises or health problems actually causing 
homelessness. Mr. Gallagher described how, after injuring his arm, 
he was unable to work, unable to pay the rent, and found himself 
out on the streets. So I think we would need to look at health care 
for all poor Americans, and I think we need to think of that as a 
step also to solving, to stemming one of the causes of homelessness. 

I don't think that is an impossible chore, Mr. Chairman. I don't 
think it is an impossible task. I know that you have fought the 
good fight for many years, and I am confident that you will not 
give up now to make sure that the larger issues are also addressed. 

Tipper, recently you were involved in a conference on homeless- 
ness in Tennessee. 

Could you share with us some of the findings of that conference? 

Ms. Gore. Everything said here applies to the homeless popula- 
tion in Tennessee. My husband organized a statewide workshop in 
which he brought together m^jor cities, eight cities participated 
with churches, synagogues, came together in one city to share their 
successes and their frustrations and also to try to get a handle on 
the number of homeless people in Tennessee, which number sever- 
al thousand, again with the fastest growing population identified as 
children and then women from really a breakdown of the family, 
violence— I think that is something that came out that had not par- 
ticularly—many people had not particularly been aware of before, 
the fact that family violence and spouse abuse is breaking up 
homes and then these women and children are going to shelters 
and there aren't enough shelters to take care of them. 

My husband was also experiencing the fact that homeless people 
that seemed to display some mental illness were arriving at his 
Senate offices. They had no place else to go. That brings ithome to 
the Federal Government, when the staffers have to stop and try to 
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figure out how to help and to find that there are major gaps in the 
kinds of programs that are available or that there are laws that 
need to be changed in order for a person in that situation to get 
benefits that are due them. 

So the workshop was extremely helpful in networking and shar- 
ing ideas and getting a comprehensive idea of the problem of home- 
lessness in the State of Tennessee. 

I would urge that as something that other States might do, Mr. 
Chairman. 

Mr. Waxman. Mr. Sikorski, any questions? 
Mr. Sikorski. Mr. Manes, you had a response earlier to the chair- 
man's first question. 
Did you want to — 
Mr. Manes. Yes. Thank you. 

I think we have heard this morning of a number of excellent 
demonstration programs around the country sponsored by the 
Robert Wood Johnson Foundation and the Pew Memorial Trust 
and others that provide health and mental services to homeless 
people. 

These projects, while excellent, are intermittent and y-ajnnen- 
tary, they cannot meet the full need and were never designed to. 
They were designed to create models which could then be folded 
into a national system. 

I think that is what we want to urge upon this committee today. 
There are plenty of good ideas and excellent ways of using nontra- 
ditional approaches to taking care of homeless people. What is 
missing is a national, permanent financing system. 

You have it within the scope of your committee's jurisdiction to 
use the Medicaid program to create that— to apply the Medicaid 
program to establish that national financing system for homeless 
people who are either mentally ill or who are physically ill and 
that I think is the message that we want to leave with you, that 
the mechanism is there, the ideas are out among the health care 
providers and advocates. 

What is lacking is some form, the way in which on a national 
basis these good ideas can be brought to bear on the problem. 

Thank you. 

Mr. Sikorski. Thank you. 

All of you, all the panelists, Tipper and Janet, thank you. 

Two things occurred to me, and I commend the chairman once 
again for doing this at a time when two currents are flowing in the 
national river. 

One is, the holiday season and the wealth of our society are dis- 
played in every direction, and we are led once again to look at our 
values, our morals. 

The second current is the fact that we have just experienced a 
national election where there is going to be a refocusing of prior- 
ities. 

I talked earlier about Hubert Humphrey, and he said, m he was 
dying of cancer, that the true moral success of any society is how 
we treat those in the dawn of life, our children, those in the twi- 
light of life, our elderly, and thoee xu the shadows of life, our home- 
less, our sick, our dispossessed; those without power. 
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Your efforts are helping us at least address the test and we will 
see if we can meet the test in this coming session to do something 
early at least to deal in the short term with this problem of home- 
lessness and health care for the homeless. 

Thank you. 

Mr. Waxman. Thank you, Mr. Sikorski. 

We commend you for your activities and for the efforts of you 
and your organizations. I hope that the government will meet its 
test and the American people will also succeed in realizing in this 
holiday season and carrying it over to next year that there is a 
value that human life must be protected, that the dispossessed and 
the powerless and the hungry should not be left to their own de- 
vices, but should be protected and we all have a responsibility 
through private charity and through our collective activities as a 
government to make sure that there is a true safety net helping 
these people to at least experience the basic minimum of human 
dignity. 

That concludes our hearing. I hope this will raise not only the 
consciousness of everyone involved in this hearing, but lead to 
some very productive action next year. 

We stand adjourned. 

[Whereupon, at 11:52 a.m., the hearing was adjourned.] 
[The following documents were submitted:] 



ERLC 



117 



114 



TESTIMONY OF BOB PATTON 

My name is Bob Patton. I was hit by a pick-up truck on 
June 29, 1984 in a hit and run accident and my leg was broken in 
eight places from my knee to my ankle. Now I'm on crutches and 
my leg is still in bad shape. I think it's because I didn't get 
the treatment I should have. 

I used to be a house painter. I worked all my life. 
When I got hit I was living in Northern Virginia. I had my own 
place . 

When I got hit I went to a nu&pitai in Virginia. I 
spent 2\ months there. 

At the hospital they put a cast on my leg. I had the 
cast on for 18 months because I couldn't get to see any doctor 
who would take it off. I went to Howard Hospital. They saio I 
needed to get the cast off and I needed physical therapy but they 
wouldn't do it. I had no insurance. I wanted to ta!;e the cast 
off myself but I was afraid I would lose my checks if I d ; d. 

I am a veteran. I was in the service eight years. I 
went to the V.A. hospital and the} finally took the cast off. It 
took them five days to take it off. They are just plain slow. 
You could probably lay there and die. I would sit there until 
they would call my name. All day I would sit there and then they 
would tell me to go home and then I would come back the next day 
and I would wait. So it took them five days to take the cast 
off. 
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While I was in the hospital I couldn't pay the rent and I 
lost my place. So when 1 got out of the hospital 1 went to a shelter 

Since after I got hit, I've been getting public 
assistance checks. About ? or 3 months after I got out of the 
hospital I saved up enough to get my own place again. It was one 
big room in a basement and six people live in it. W* had tc pay 
$160 a month each. But I lost the place and was back on the 
streets because my check got cut off. 

To get the check I'm supposed to take - n medical 
reports that I couldn't work every three months. They must be 
there even though you might have to crawl there, you've got to 
get there with a report. I didn't get the report because I 
couldn't see a doctor. So the check was cut off. 

I was on the street for three months. Then I came .o 
the shelter. A doctor comes to this shelter nnce a week. 

He gave me the medical report. If this doctor hadn't been 
here, I couldn't have gotten the report so I would not have gotten 
my check. 

Now that I'm getting my check I'd like to move out and 
get my own place again. 

I want to move out. Before I had this accident I was 
working. I think that my leg is in such bad shape because the 
cast wasn't taken off in such a long time because no one would 
take it off and I didn't get physical therapy. 
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My name is Dick He in. I an the Senior vice President for Corporate Affairs of 
the St. Joseph Healthcare Corporation, a menber of the Sisters of charity 
Health Care Systems, which administers two acute care hospitals in Albuquerque. 
Our hospitals are experiencing the stresses of increased competition for paying 
patients and reduced reimbursement common in today's health care industry. 
However, although our inpatient revenue has decreased significantly, we 
continue our long-standing policy of denying care to no one for economic 
reasons and have established a trust fund, supported by donations, to help pay 
for medical care for Albuquerque's medically indigent. 

Since serving in the Health Care Financing Administration as Director of the 
Medicaid Bureau from 1978 to 1981, I have witnessed the gradual reduction in 
the health coverage of poor Americans primarily due to the tightening up of 
Medicaid eligibility standards in many states and to changes in federal policy. 
This weakening of the national health safety net coupled with increased health 
care costs and the large increase in the number of the working poor has 
produced aome discouraging statistics. Nationally, an estimated 17% of the 
O.S. population had no public or private health insurance in 1984. In New 
Mexico, which is ranked 43rd in the nation in per capita income, only 33% of 
those below the poverty line receive Medicaid and 25% of the population has no 
public or private health insurance. The most vulnerable are the homeless whose 
lack of basic resources, such as a permanent address, puts them outside the 
traditional health care system. 

St. Joseph Healthcare Corporation has realized that it alone does not have the 
resources nor the delivery system to reach this population. However, a grant 
from the Robert Wood Johnson Foundation has made it possible for our 
organization to put our concern for the medically indigent into action. 

The Albuquerque Health Care for the Homeless Project, administered by St. 
Joseph Healthcare Corporation in partnerahip with the Albuquerque Emergency 
Care Alliance and in cooperation with other community hospital a and human 
service agencies, provides primary health care of Albuquerque's homeless with 
the goals of allowing homeless individuals to achieve or maintain a level of 
health to function with the greatest self sufficiency possible and of removing 
health-related obstacles to overcoming homelessness. We realize that lack of 
jobs and affordable housing, long-term mental illneas and substance abuse 
present formidable barriers. We support efforts to address these critical 
problems. 

Since the project's beginning in 1985, we have served homeless patients in a 
donated 31-foot Air stream trailer converted into a mobile clinic which visits 
emergency shelters and free meals sites around the city. The trailer currently 
provides medical care at Salvation Army, Good Shepherd Refuge, Barrett House (a 
shelter for women and children) and the Shelter for victims of Domestic 
Violence, since September 1986, we also have a permanent clinic in St. 
Martin's Hospitality Center, a daytime drop-in center for the homeless 
sponsored by the Ea pise opal churches of Albuquerque. Funds for renovating 
space for this clinic came from the proceeds of Comic Relief, a celebrity 
comedy fundraiser in Mttrch 1986. The permanent clinic offers free medical care 
to the homeless Monday through Friday. The clinic and trailer serve more than 
100 patients per week. Clinic staff includes a physician, a family nurse 
practitioner, a social worker, a project coordinator and an administrative 
assistant, all employees of the University of New Mexico Hospital under 
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contract to St. Joseph Healthcare Corporation. The project staff use a 
holistic approach in caring for their homeless clients: the social worker 
provides counseling and referral to shelters, free meal sites, job developers, 
food stamp office or alcoholism treatment programs. A mental health worker, 
funded by a federal grant, screens our patients with signs of mental illness 
and provides case management services. 

Since its beginning, the project has served more than 2,400 clients with such 
common illnesses as upper respiratory infections, traumas, and diseases of the 
nervous system and sense organs. Within the past week, we served a client with 
pneumonia and a cardiac arrest victim both requiring hospitalization. 

Our project's client profile belies the public's stereotype of the typical 
homeless person. Our clients are 34% women, 39% members of an intact family, 
13% under 14 years of age, 63% high school graduates and 67% without 
entitlements to public-funded programs. 

Albuquerque is fortunate to be one of 18 cities to receive a Robert Wood 
Johnson Foundation grant to care for the homeless medically indigent. We hope 
to extend our §1.4 million four-year grant to a fifth year with careful 
•pending. We also solicit contributions locally for our olientV ancillary 
health needs such as eye exams, glasses, and dental care. Our annual 
transportation budget for client bus tokens and taxis to ref< rral sites is 
already exhausted. Our clients who must be hospitalized leav* the hospital 
with no place to recuperate. Albuquerque's overcrowded sheltt'-s can take 
recovering homeless only through special arrangement. 

The chronically mentally ill among Albuquerque's homeless provide many 
challenges to our staff. There are 35 beds in therapeutic residential homes 
for an estimated 200-300 homeless mentally ill in Albuquerque. There is ono 
mental health worker to provide them the needed case management and many gaps 
in the continuum of care for this population. 

As noted above, 67% of those that we have served receive no entitlements. 
Recent federal legislation to remove barriers to federal banefits (championed 
by New Mexico's Sentator Peter Domenici) are a positivie step toward improving 
access to these benefits. 

St. Joseph Healthcare Corporation has developed a loivj range funding plan to 
aetfure the survival of the Albuquerque Health Care for the Homeless Project 
beyond the Robert Wood Johnson grant, due to end December 1989. Our plan 
includes philanthropic support from local hotpitals, businesses and civic 
groups. However, we would prefer to work ourselves out of a job, that is, we 
prefer the goal of eliminating the causes of homelessness especially 
health -related causes, and would like the Federal government to be a partner in 
this effort. The number of health care poor in Albuquerque and in the united 
States is currently so large that private charitable efforts, such as the 
Robert Wood Johnson Health Care for the Homeless grants, and local voluntarism 
and charity alone will not solve the problem. We strongly support any Federal 
initiatives to broaden health coverage for the homeless and to improve access 
of the homeless to health benefits for which they are currently eligible. 
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ST. FRANCIS FRIENDS OF THE POOR, INC. 

Testimony 
of 

Margaret Ann Rafffferty, R.N., m.A. 
Before the 

Subcommittee on Health and the Environment 
Committee on Energy and Commerce 
United States House of Representatives 
December 15, 1986 

I am Margaret Ann Rafferty, a registered nurse, author 
and team leader at the St. Francis Residence located at 125 East 
24th street in New York City. I am also a Member of the Board of 
Directors of the New York Coalition for the Homeless. 

I would first like to tell a story. 

Henry is living in his own room now at the St. Francis 
but it's been a long haul. He used to live on the streets of New 
York, on park benches and in doorways. He used to eat out of 
garbage cans. Henry stayed at New York's municipal shelter 
system but got beat up and moved to Grand Central Station. Henry 
came to the attention of the medical community when he went to a 
city hospital emergency room because he didn't feel well. They 
found him to be covered with hundreds of lice, the infestation 
was so bad that he had a fever of 103 degrees. He was admitted 
to medicine, but transferred to psychiatry when staff noticed 
him talking to his fingernails. 

After several months of treatment he was sufficiently 
stabilized to come to t-he St. Francis. The adjustment was diffi- 
cult at fir t ; he was withdrawn - almost mute. He would sit and 
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watch TV all day, never change his clothes and have animated 
conversation! with hit voices. But, after six months, the com- 
bined effects of medication, supportive treatment and the sta- 
bility of a home have created miracles. 

Today Henry sits in our office and talks at length to 
the staff. He is bright, cheerful and has taken an interest in 
his health. If you had seen Henry before and could soe him now, 
I'm sure that you too would agree that this is a miracle. Yet, 
this is not an isolated case. In my experience I have seen this 
happen many times. With appropriate care, the homeless mentally 
ill can make progress; neglected they remain hallucinating and 
filthy on our city streets. 

Our mission at the St. Francis is simple - to provide 
permanent housing to the most vulnerable members of our society; 
the homeless mentally ill. 

Pirst, how does the St. Francis operate? 

The St. Francis Friends of the Poor Inc. is a not-for- 
profit corporation that purchases and renovates single-room orcu 
pancy hotels. After the initial purchase and renovation costs 
are paid off in full, the residences are largely self-sufficient 
All ordinary maintenance coats are covered by the rent payments 
of the tenants. The rent structure was established baaed on 
tenants ability to pay from their Federal SSI checks. Monthly 
rents range from $140-220 per room. Each tenant has their own 
room and shares a bathroom with 4 other tenants. A number ot 
agencies collaborate to staff the St. Francis Residences. 
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The project is directed by three Franciscan priests who 
work at all three residences. Each residence has 1-1/2 registered 
nurses, 2 activities therapists, 1 social worker and a 1/2-time 
home economist. This team which is on site Monday through Friday 
from 9:30 AM to 4:30 PM is funded by the state Office of Mental 
Health and HRA CIS. Because the tenants are unable to negotiate 
traditional hospital clinics, the St. Francis hrs an attending 
psychiatrist who is on site daily to see tenants, handle emergen- 
cies and consult with staff. The program is also affiliated with 
New York University, Bellevue Hospital Center Residency Program 
in Psychiatry, Bellevue Hospital CSS Psychiatric Emergency 
Homeless Project and Bellevue HosDital Department of Social 
Services. Residents in their third and fourth year of training 
elect to spend 2 hours a week at the residence providing on-site 
treatment for tenants. Social workers from Bellevue provide 
liaison and crisis intervention services. On-site primary 
medical care is essential since psychiatric patients have a much 
higher mortality and morbidity rate than other populations. An 
attending physician is on site 3 hours a week to provide primary 
medical care. The doctor, an attending physician at the 
Department of Community Medicine of St. Vincei.t's Hospital, 
assists the patients to get admitted to the hospital or have 
necessary diagnostic work when necessary. 

The St. Francis is one of the least expensive ways of 
caring for chronic psychiatric patients in the , immunity, it 
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costs approximately $6,000 a year for a tenant to live at the St. 
Francis. This is 1/2 the cost of a person using a municipal 
shelter system, 1/10 the cost of a state hospital and 1/3 the 
cost of a state-run community residence. 

The philosophy of the St. Francis is to provide a 
caring environment with enough structure so that persons with 
severe mental disabilities can live a quality life in the 
community. To achieve this, we blend modern psychiatry with 
older humanitarian traditions. The staff acts as a surrogate 
family. The backbone of our program are activities such as 
poetry, art, music, writing and trips. We all share a communal 
office that has the ambiance of a kitchen. People tell jokes, do 
the crossword puzzle and "hang out.'' Tenants come into the 
office to get their medication, money, get assistance with their 
various entitlements or socialize. No appointments are necessary 
and people are free to come and go. A paid work program encour- 
ages tenants to help with preparing meals at the residence. The 
tenants meet weekly to air grievances. 

The majority of our tenants are diagnosed as schizo- 
phrenics. While some schizophrenics can be rehabilitated toward 
independent lives, this is not a realistic goal for the majority 
of our tenants. Many of our tenants have had over 20 psychiatric 
hospitalizations. Our goal is to prevent hospitalization and 
improve the tenant's quality of life by providing s"rong social 
support. We have very few rules and a high tolerance for bizarre 
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behavior. The staff intervenes when a tenant's behavior becomes 

dangerous to himself or others. At this point, hospitalization 

is necessary, but hospitalizations are generally brief and we 

hold their room until they return. 

Our program has been the recipient of numerous awards 

including one from President Reagan. Democrats, Republicans, 

Liberals, Conservatives, Advocates, mental health professionals, 

state and city agencies, the media and most importantly the 

people who live at the St. Francis give us rave reviews. 

My question to this Committee is: Why can't there be 

more St. Francis Residences? 

Why do mentally ill homeless people have to freeze to 

death outdoors when, for many people, a viable cost effective 

alternative could exist? The collapse of the low cost housing 

market has left the mentally in especially hard hit. Federal 

legislation specifically earmarked for residential housing 

options for the mentally ill is a necessary first step to ending 

the current crisis of homelessness. 

This statement is also submitted on behalf of the Staff 

of the St. Francis Residence: 

John Felice, o.F.M. 

John McVean, O.F.M. 

Thomas Walters, o.F.M. 

Andrew Martin, M.D. 

Brian Scanlan, M.D. 

Shari Urquhart, M.S., M.S. A. 

Batya Leidner, B.S.N. , R.n. 

Janet Kreis, B.A. 

John Gaines, c.W. 

Emily Frank, R.N., B.S.N. 

Mickey Maguire, B.A. 

Robin Perl, B.A. , M.S. A. 

Roseanne Gaylor, M.D. 

Susan Obrecht, A.C.S.W. 

Michael Busch 

Charles Shade 

Michelle Press, M.D. 

Tony Kim, M.D. 

Cherie Elfenbein, M.D. 

Ellen Katchur 

Sister Mary Ogara 

Shirley Johnson 

Deborah Sullivan, R.N., B.S.N. 

Louis F. Cuoco, A.C.S.W. 

Gary Huth, A.C.S.W. 

In addition, I am attaching, for inclusion in the 
record, copies of three articles, which I have co-authored, per- 
taining to health needs and mental health needs of homeless 
individuals. 
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PSYCHIATRIC ILLNESS AMONG THE HOMELESS 
By John Taibott, M.D. and Anthony Arce, M.D. 

Adapted by : Ken Thompson, M.D. 



Margaret Rafferty, R.N.,M.A. 



Timothy O'Connor, J.D. 



A, ihft Mffg ni ^ ud# ^1 fch£ Problem 

It is clear that the homeless suffer dispropor- 
tionately from jychiatric illness. The findings of 
several major studies suggest that one-third to one-half of 
the homeless have significant mental disorders (1) . If 
diagnoses for alcoholism and substance abuse are included, 
tfae estimate for major mental disorders would rise to 
include nearly four-fifths of the homeless population (2) . 

The high prevalence of mental illness in the 
homeless is related to the phenomenon known as deinsti- 
tutionalization. This term refers to a series of events 
that began almost two decades ago that resulted in state 
mental hospitals releasing many patients not in need of 
institutional care. There were good reasons to follow a 
policy of deinstitutionalization. Clinically, many 
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People with mental disorders do not need to be in hospitals 
and can be taken care of in the community when appropriate 
supports are provided. Unfortunately, many of these 
patients did not receive the necessary follow-up in the 
community so the depopulation of the hospitals resulted in 
patients merely moving to the city streets, train stations 
and bus terminals all over the country. 

A closer look at one study of psychiatric disorders 

among the homeless will be helpful in appreciating the 

depth of this health problem. During the winter of 1981, 

psychiatrists in Philadelphia interviewed 179 persons 

residing in an emergency shelter and classified each person 

according to psychiatric diagnosis. The following is a 

detailed breakdown of the results of the study by type of 

mental disorder : 

Schizophrenia 37.4% 

Alcoholism 24.6% 

Personality disorders 6^7% 

Affective disorders 5.6% 

Organic Brain Syndrome 5% 

Other mental illness 5% 

No mental illness 15.6% 

Thus, mental illness was diagnosed in nearly 85% of the 
residents{3) . Although circumstances in other shelters 
might vary, similar diagnostic findings would probably 
emerge. 
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B. Psychiatric ftfifipflfimentfl 



Labeling a person mentally ill ca.i sometimes 
stigmatize that person for life. It is therefore 
important to understand why mental health professionals 
need to make a diagno&is. Quite simply, without a correct 
diagnosis, an effective treatment plan cannot be made • 
For instance, a psychotic depression, an affective 
disorder, may have a much better prognosis than 
undifferentiated chronic schizophrenia. 

While arriving at a proper diagnosis is critical, it 
is quite difficult to achieve for the homeless patient. 
Sleep deprivation, poor nutrition and poor hygiene — 
conditions commonly associated with homelessness — can 
easily affect the mental status of a homeless person. Many 
homeless patients who come to the emergency room may be 
labeled schizophrenic largely because of the way they look, 
when, in fact, the correct diagnosis may be a personality or 
affective disorder. 

In medicine, a diagnosis is the result of the 
patient's medical history, physical examination and the 
results of various laboratory teds. In psychiatry, the 
diagnosis is based on a psychiatric interview, which 
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includes a thorough psychosocial history and a mental 
status examination, various laboratory tests, and the 
results of a complete medical workup. The interview is 
often undertaken once the practitioner has ruled out a 
medical reason as an explanation for the patient's 
behavior. This process of eliminating medical causation 
is crucial since a physical condition such as a brain tumor 
can cause a person to have a complete personality change and 
to act in a bizarre manner. 

Taking the history of a patient is an essential part of 
the psychiatric examination. The practitioner needs to 
know what happened in the patient's life and when it 
happened. In addition, he/she needs to know about the 
progression and course of the illness. For example, are 
the problems in the patient's life continual or episodic? 
An assessment of alcoholism and drug use is also important. 

During the mental status examination the practitioner 
makes a broad assessment of the patient's condition. 
Through observation and interviewing, the practitioner 
tries to gather sufficient and reliable information to 
answer a number of questions about the patient. Some of 
these questions might typically be the following: 

1. What attitude does the patient display 
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genera^y, a s well as toward the practitioner? 

2. How can the patient's behavior and 
appearance be described? 

3. What is the patient's mood and affect (how he 
displays the mood)? 

4. What is the patient's energy level and how 
does that appear to relate to the patient's eating and 
sleeping habits? 

5. What is the quality of the patient's speech, 
attention span, memory, and thought processes, including 
the ability to reason abstractly? 

6. What is the patient's general orientation, 
i.e., does he know who he is and where he is? 

7. Finally, is the patient hallucinating, 
i.e., seeing persons or objects and hearing voices that do 
not exist? 

At this juncture, it would be useful to set forth a 
brief synopsis of a hypothetical history that might be 
gathered during a psychiatric interview at a shelter: 

"The subject is a wcman aged 73. She was 
first hospitalized in a state mental facility 
when she was twenty-five years old. She 
remained there for many years during which 
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time she lost all contact with her family. 
Following her discharge, she lived in a 
run-down SRO hotel on Manhattan's upper West 
Side, she supported herself on SSI. She 
rarely left the hotel and had few friends. 
One day, the management, desiring to close 
the hotel and convert it into a luxury co-op, 
locked her cut of her room. She became 
confused and frightened and walked away. She 
has been homeless ever since then. At the 
shelter the subject appeared isolated and did 
not easily engage in conversation. She often 
talked to herself, apparently in response to 
voices she heard, she dressed bizarrely even 
when more appropriate clothing was available. 
She wore a wool hat in the summer with 22 
safety pins in it. Her explanation of this 
during the interview wa3 that the pins 
protected her "from the rays." 

Basod on this information and other information from 
the mental status examination and history, the 
practitioner diagnosed the patient as a chronic 
schizophrenic. 
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C, Common Psychiatric Disorders Am&ost £h& 



Homeless 



In 1980, the American Psychiatric Association pub- 
lished the Third Edition of the Diagnostic and Statistical 
Manual of Mental Disorders, known in the field as DSM-III. 
This 500 page book outlines the behavioral criteria for 
sixteen diagnostic categories. Of these major diagnostic 
categories, seven — schizophrenia, affective disorders, 
somatic disorders, personality disorders, mental 
retardation, developmental disabilities and organic 
mental disorders — are frequently encountered among the 
homeless. Each of these major categories will now be 
discussed. 

Schizophrenia is the most common of all the mental 
disorders that afflict the homeless. While the absolute 
causes of schizophrenia are unknown, there is generally 
thought to be a genetic pre-disposition to the disease, 
which is brought out by environmental stresses. DSM-III 
lists five different types of schizophrenia, but only three 
types — paranoid schizophrenia, catatonic schizophrenia 
and chronic schizophrenia— need concern shelter workers or 
volunteers. 
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The paranoid schizophrenic i8 a person who ha8 a 
specific delusional system that causes him/her to believe 
that somebody or something is out to harm him. For 
example, the homeless paranoid schizophrenic might live on 
the street because he/she thinks that if he/she stays in an 
apartment the FBI will get him/her . Because of these fixed 
belief system, to which the patient rigidly adheres, ma^ny 
homeless paranoid schizophrenics are very difficult to 
work with because they refuse all help. Generally, 
medication and psychotherapy is the optimal treatment for 
this disorder. Sometimes, however, even these will not 
affect the delusional system. 

Catatonic schizophrenics are persons who have periods 
of excitement or immobility during which they exhibit 
random agitated behavior or complete stiffness. They may 
assume awkward positions for several hours, refuse to get 
out of bed, and remain mute. Being unable to meet basic 
human needs, catatonic schizophrenics find it impossible 
to survive outside a reasonably supportive environment, 
and are rarely seen in shelters. 

Undifferentiated chronic schizophrenia is the third 
category of schizophrenia that ha3 particular relevance to 
the shelter worker or volunteer, with this disease the 



82 

f Or 



132 



patient has prominent delusions/ hallucinations, 
incoherence, and/or grossly disorganized behavior. Many 
homeless people in shelters will have these symptoms. 

There are a number of different symptoms that 
schizophrenics can exhibit . A schizopl renic may lack the 
ability to organize his/her thoughts in^o a coherent 
pattern so that thought A leads tc thought B and thought C 
logically flows from thought B. His/her speech may be so 
totally disorganized as to resemble what has been called a 
"word salad." For example, the patient may declare, "In 
the universe of concept and the red emperor grape God is 
dead." 

Schizophrenics also have difficulty in forming 
interpersonal relationships and therefore tend to isolate 
themselves from other people. Estrangement from their 
ramily members is common. The range of mood and emotion 
which the schizophrenic can express is often very narrow. 
Whether the schizophrenic is happy or upset, he often 
presents the same appearance and expression. 

Moreover, many schizophrenics maintain simple or 
elaborate belief systems which are delusional in nature and 
without any basis in reality. They may also have auditory 
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hallucinations, i.e., hear voices. Visual hallucinations 
are less frequent unless there is an organic { e .g., 
medical) problem or some intoxication due to alcohol or 
other drugs. For example, an alcoholic in withdrawal may 
experience the DT's (delirium tremens) during which he 
hallucinates snakes, elephants or bugs. 

Not too long ago schizophrenia was thought to be a 
disease having an unrelenting downhill course after its 
onset. Recent findings from studies that gathered data 
from a forty-or fifty-year period are rhanging that 
perception however. These studies show that almost forty 
percent c patients who were first admitted to hospitals 
because of schizophrenic episodes had good outcomes. 
Unfortunu.ely, shelter workers and volunteers will tend to 
see those homeless schizophrenics who have not fared as 
well and whose conditions have deteriorated to the point of 
chronic illness. 



It is Important for shelter workers and volunteers to 
form realistic goals and expectations with respect to their 
interaction with homeless chronic schizophrenics, in any 
person there is a range of behavior which may be termed 
normal or baseline. In the case of a chronic schizophrenic 
residing at a shelter the level of the "baseline" may 
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be quite low. A realistic goal for the shelter worker and 
volunteer may be to have the shelter resident get out of 
bed, get dressed, and tolerate sitting in a room with other 
people. Many of the homeless can be rehabilitated to go 
back to work and lead functional lives, but for the homeless 
chronic schizophrenic this is often an unrealistic 
expectation. 

The number of symptoms, degree of psychosis, and 
length of illness define the disease's severity and 
longevity, e.g. as acute (short term), chronic or residual. 
Nevertheless, a patient with a chronic illness may still 
develop an acute problem. For example, a chronic 
schizophrenic who meets his/her essential needs by 
obtaining food on the street and staying at a shelter when 
it is very cold, may one day become extremely agitated and 
confused and start screaming and throwing garbage at 
pedestrians. It is evident then that this, chronically ill 
person has become acutely ill and may be in need of 
hospitalization . 

The next category of mental illness that shelter 
volunteers will commonly see is the affective disorders. 
As noted in DSM-III, the essential element of the affective 
disorders is a pathological disturbance in mood, e.g., 
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either depression or mania, that is not secondary to any 
organic cause or to any other mental illness, of all 
psychiatric illnesses, the evidence is strongest that 
people with these disorders have a genetic-biochemical 
predisposition to these disorders-a predisposition that 
can be brought out either in the presence or absence of an 
obvious stressor. 

There are several different affective disorders 
classified according to symptoms. The most common 
psychiatric illness in the general population is that of 
major depression, characterized by depressed mood (much 
more than the feeling everyone knows as "feeling blue"), 
loss of interest or pleasure in usual activities such as sex 
or work, sleep disturbance, lack of appetite, and 
difficulty concentrating. Sometimes depressions are 
accompanied by marked anxiety and/or psychotic delusions 
involving guilt or physical illness (e.g., "my body is 
rotting inside because I'm so evil") . Suicidal thoughts 
are common and if the person has enough energy and the 
ability to carry out that intention, suicide is a real 
danger. In depressed persons (as with all others), the 
suicidal risk should be assessed by direct questions. 
Psychiatric referrals should be made immediately if 
necessary. Ma^or depressions occur in all age groups and 
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in both sexes, though they are slightly more common in 
women. They are usually episodic and a person suffering 
from depression will often recover his normal level of 
functioning even without treatment. The number of 
homeless people with major depressions appears to be fewer 
than those with schizophrenia. This is probably due to the 
episodic nature of depression and also to the fact that 
persons suffering from depression do not tend to have their 
social support system broken apart. Major depressions 
respond well to antidepressants and electroconvulsive 
therapy. 

In addition to havirg episodes of major depression, 
some people have manic episodes. A few have only manic 
episodes. Mania is characterized by a euphoric, energetic 
or irritable mood that is associated with hyperactivity, 
decreased sleep and reckless behavior. Since psychotic 
delusions or hallucinations are symptoms of mania, the 
disease can look exactly like schizophrenia or other acute 
pir s. Like depression, manic episodes will usually 

ct *er a period of time even without treatment. 

Usually mania first occurs before the age of thirty. It 
occurs equally in men and women. Manic episodes respond to 
antipsychotic medication and lithium. Lithium also 
prevents recurrences of mania. 
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One final comment, the prevalence of affective 
disorders of all types in the homeless population may be 
underestimated because of the high incidence of alcoholism 
and drug abuse, which mask an underlying affective 
disorder, in fact, an alcohol or drug problem may 
represent a person's attempt to self-medicate his 
depression or mania. 



D. SflmfcQfQH Disord*™ 



The somatoform disorders include the somatization 
disorders, conversion reactions and hypochondriasis. 
According to DSM-III, the unifying element of somatoform 
disorders is the reporting of physical symptoms suggesting 
physical illness for which there are no demonstrable 
organic cause and for which there is strong evidence of 
psychological dysfunction. Briefly, a somatization 
disorder is characterized by vague multiple symptoms or 
complaints for which no organic cause can be found. A 
conversion reaction consists of a physical dysfunction 
such as paralysis, that has a psychological rather than 
physical Dasis. Hypochondriasis is characterized by a 
fear that ordinary bodily sensations are, in fact, signs of 
serious illness. The prevalence of these disorders among 
the homeless is unknown . However , in view of the difficult 
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and unhealthy situations the homeless find themselves in, 
no physical symptom should be dismissed as psychological in 
origin until an organic cause is ruled out. 

E. Pfergonaiity Disorders 

Personality traits (as described in DSM-III) are 
enduring patterns of perceiving, relating to and thinking 
about environment. If these traits are exaggerated beyond 
the normal range or are inflexible, they become maladaptive 
and dysfunctional and constitute a personality disorder. 
Such disorders usually manifest themselves in childhood or 
adolescence. The causes of the disorders are not known but 
present theories encompass a range of hereditary and 
environmental factors. 

DSM-III lists 12 personality disorders. Of 
importance to workers with the homeless are those 
personality disorders which are more likely to lead a 
person to homelessness, e.g., any disorder which disrupts 
his/her social functioning or supportive social network. 
Chief among taese are schizotypal personality, antisocial 
personality and borderline personality. 
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The schizotypal personality is best described as a 
strange, eccentric loner who speaks vaguely and thinks 
magically. If the symptoms were more pronounced or 
bizarre they might be considered indications of 
schizophrenia. Antisocial behavior, such as stealing and 
fighting, usually begins betore the age of fifteen, m 
this disorder, in contrast to adult antisocial behavior 
(simple criminal behavior) , people are more incapacitated 
and frequently have not spent significant periods of time 
outside of institutions, usually penal ones. 

Persons suffering f r0 m borderline personality 
disorders are characterized by instability in their 
interpersonal relations, mood and self-image. Frequently 
they are demanding, impulsive, and unpredictable and 
suffer transient psychotic episodes. 

P. Ment al AUd Developnipn^l Diaabilifcipg 

Some homeless people suffer from global cognitive 
deficits, present since birth, that impair their ability to 
cope, it is important to try to make an assessment for th« 
presence of retardation, since the range of services 
available to the mentally retarded differ from those for 
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the mentally ill. Developmental disabilities beginning 
in childhood range from hyperactivity with difficulty 
concentrating and poor impulse control to specific 
problems with reading, language or mathematics. Children 
who have suffered from these disabilities enter adulthood 
at a marked disadvantage, especially if they have received 
no remedial help. It is important to look into childhood 
functioning, whenever possible, to see if the person's 
adult problems are secondary to a disability that has never 
been appropriately recognized, 

G. Organic Mental Disorder 

There are a large number of organic mental disorders 
that present with a number of symptoms. What 
distinguishes organic mental disorders from other 
psychiatric disorders is the presence of specific 
cognitive symptoms and signs, e.g., difficulty 
concentrating, knowing where one is, or remembering, as 
well as a suspected physical or toxic cause. Organic 
mental disorders may also present in ways that mimic the 
other psychiatric disorders and vice versa. Several things 
suggest an organic causation: sudden fluctuating levels of 
consciousness and alertness; known impairment of memory 
(especially short-term memory), cognition and judgment 
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(dementia); recent trauma to the head or a history of 
seizures; And exposure to agents known to alter mental 
status such as alcohol, amphetamines, hallucinogens and 
some prescription as well as over the counter drugs, it is 
important to remember that if a person is delirious, 
without a clear explanation such as acute alcohol 
intoxication, he represents a medical emergency and 
requires immediate medical attention, if there is 
evidence of unexplained dementia, non-emergency medical 
attention is indicated to rule out reversible causes of 
dementia, such as vitamin deficiencies, syphilis, etc. 

For a more complete description of the disorders, we 
refer you to DSM-III. This should provide you with a 
beginning understanding of some of the disorders that you 
will see among some homeless people during your work in the 
shelter. 
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